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RESIDING: Dr. Hervey L. Smith, Spring- 
field, Chairman; Dr. Ralph W. Ellis, Wor- 
eester, Secretary. 


CHAIRMAN SmitH: The meeting will please 
come to order. This year, as you will note, we 
are deviating somewhat from the usual custom 
of taking one organ or one disease and spending 


the whole forenoon on that one subject. The 
secretary and I thought it would be more inter- 
esting to have a series of papers on different sub- 


jects, and we sincerely hope that it meets with 


your approval. 

The first paper entitled ‘‘A Study of Lobar 
Pneumonia in Massachusetts’’, is by Dr. Roder- 
ick Heffron of Boston. 


A STUDY OF LOBAR PNEUMONIA IN MASSACHUSETTS* 
Preliminary Report 


BY RODERICK HEFFRON, M.D.t 


STUDY of lobar pneumonia in the State 

of Massachusetts’: ? was begun about eight- 
een months ago under the guidance of the State 
Department of Public Health. Each year in 
Massachusetts, there are approximately two 
thousand deaths from lobar pneumonia. The 
disease ranks fifth or sixth in the list of most 
frequent causes of death in this State and annu- 
ally kills more persons than any other infectious 
disease excepting pulmonary tuberculosis. Fur- 
thermore, it has been a disease for which practi- 
eally nothing was being done from a community 
standpoint as no real preventive measures were 
known and it appeared in many eases that the 
most satisfactory methods of treatment were 
not available where needed. 

Regarding lobar pneumonia, little has been 
known of its actual prevalence over the State 
or of the relation of predisposing factors to the 
disease, or of the methods by which it was spread 
and the part played by contacts and 
was not well understood. It was desired to ob- 
tain definite information regarding the methods 
of diagnosis and treatment in current use; to 
study the factors involved in the production of 
pneumococeus immunity in animals. so that a 
more potent antipneumococcie serum could be 
obtained for the treatment of patients, and to 
ascertain whether the various communities of 
the State could be so organized into self-con- 


*Read before the Section of Medicine at the Annual Meeting 
of the Massachusetts Medical Society, Boston, June 9, 1932. 

+Heffron—Field Director, Pneumonia Study and Service, State 
Department of Public Health, Boston. For record and address 
of author see “This Week’s Issue,”’ page 198. 


tained units that all cases of lobar pneumonia 
might have the benefits of prompt clinical and 
bacteriological diagnosis and early treatment 
with antipneumococcie serum consistent with the 
inevitable limitations in distribution of serum 
due to the expense. For the above reasons, then, 
it appeared that a study of various factors per- 
taining to this neglected disease might well be 
profitable. 

The plan for such a study is easily divided in- 
to three sections as follows: 

(1) Epidemiological, (2) Laboratory, and (3) 
Clinical. It was soon seen that the informa- 
tion gathered from such a study would be of 
value to communities other than Massachusetts 
and because of this it was decided to solicit pri- 
vate funds for carrying out this work as the pro- 
posed study was more extensive than could be 
financed by the budget of this Department. For 
this reason a grant of money was obtained from 
the Commonwealth Fund of New York City. 
This philanthropic organization has generously 
agreed to finance a study of pneumonia in Mass- 
achusetts for three years, with a tentative agree- 
ment of further support for two more vears if 
the results of the first three years warrant it. 
In order to forestall any confusion about the 
matter, it should be emphasized here that the en- 
tire cost of this Study is being borne by funds 
obtained from this private organization and not 
by publie funds of the State. 

In order that the Study might be guided by 
the soundest medical advice available an Advi- 
sory Committee on Lobar Pneumonia was 
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formed whose members have been interested for 
many years in the problems proposed for study. 
The personnel of this Committee is made up of 
physicians representing various medical schools, 
the profession at large, and public health organi- 
zations. The members are as follows: Dr. E. S. 
Calderwood, Dr. Arthur D. Cushing, Dr. Roger 
I. Lee, Dr. Edwin A. Locke, Dr. Frederick T. 
Lord, Dr. Robert N. Nye, Dr. A. E. Parkhurst, 
Dr. Joseph Pratt, Dr. Milton J. Rosenau and 
Dr. Wilson G. Smillie. 

It must be mentioned here that the budget for 
carrying on this entire study is too limited to 
allow us to carry out all the work suggested, or 
to produce and distribute antipneumococcic 
serum to every community in the State. Hence, 
for the purposes of the study it has been found 
necessary to restrict the number of areas in 
which we are distributing serum. 

We wish at this time to present briefly our ac- 
complishments to-date. The time allotted to 
us is too short to do more. Let us consider these 
accomplishments under the various headings 
mentioned above. 


I. EPIDEMIOLOGICAL 


(1) A eopy has been obtained of the 
data on the death certificates of over fifty 
thousand individuals dying of any form of re- 
spiratory disease in this State during the six 
years of 1892, 1902, 1912, 1921, 1922, and 1929. 
These data have been transferred to punch cards 
and are now available for sorting purposes. 
From this material, it is hoped to be able to 
make a statistical study of all forms of respira- 
tory disease more detailed than, to the best of 
our knowledge, has ever before been attempted. 

(2) We have obtained valuable information 
from the records of over eight thousand lobar 
and bronchopneumonia patients in some seventy- 
two hospitals scattered over this State during 
the years, 1928, 1929, and 1930. These data 
likewise will be transferred to punch cards for 
sorting purposes and should yield us interesting 
information regarding the various hospitaliza- 
tion rates of communities, current methods of 
diagnosis and treatment, and so forth. 

(3) In codperation with the Harvard School 
of Public Health, a study has been made of the 
bacterial flora in the nasopharynx of persons in 
contact with actual eases of lobar pneumonia 
_ and of other normal individuals not in contact 
with such cases. The more important results of 
this work to date, so far as the occurrence of 
pneumococci is concerned, may be tabulated as 
follows: 


Total number of cases typed* 141 
Total number of contacts typed 477 ‘ 
Cases Contacts Carriers 
Type I 38 140 9 
Type II 29 118 9 
Type III 16 56 13 
Total number of controls typed 398 


*Typing carried out to include Types I to XX. 


Number Number 
of controls of all contacts 
harboring harboring 


_ Type I 1 10 
Type II 2 13 
Type III 52 70 
Type VI 15 26 
Type VIII 20 23 
Type XV 10 7 
Type XVIII 24 42 


These figures indicate that healthy persons in 
contact with cases of Type I and II lobar pneu- 
monia are many times more liable to become ear- 
riers of the infecting organism to which they 
are exposed, than are other healthy persons not . 
in contact with such cases. These and other re- 
sults obtained will be fully reported at a later 
date. 


(4) It is believed that the mortality is low 
among home-treated (without serum) patients ill 
with lobar pneumonia, especially in the better 
class homes. For the purpose of ascertaining the 
true facts and further, since there are nowhere - 
available, to the best of our knowledge, figures 
giving the case fatality rate of (non-serum) 
home-treated cases of lobar pneumonia, typed or 
untyped, the District Health Officers associated 
with this Department stationed in various parts 
of the State have sent in sputa from patients 
suffering with lobar pneumonia who have been 
reported to them as being cared for at home 
and not receiving serum treatment. The sputum 
from such patients is being typed out to the 
full thirty-two types at the State Bacteriological 
Laboratory. Furthermore, we are obtaining 
data on such patients regarding the type and 
incidence of complications, whether they recov- 
ered or died, and what their economic status 
was. In 52 cases one of fifteen different types 
of pneumococci was responsible for the infection. 
A few cases were due to streptococci or the 
Friedlander’s bacilli and in twenty cases the 
infecting organism was not determined. 


Among seventy-five such miscellaneous cases 
collected up to the present, eleven died, giving a 
ease fatality rate of 14.6 per cent. This figure 
is apparently about three times as high as many 
physicians have believed. 

These cases will be reported more completely 
at a later date. 

II. LABORATORY 


At the State Antitoxin and Vaccine Labora- 
tory the various factors influencing pneumo- 
coceus immunity are being investigated in order 
that a more potent antipneumococcie serum may 
be obtained. The serum which is being pro- 
duced is being concentrated by the methods of 
Doctor Felton. The resultant concentrated anti- 
pneumococcie serum is bivalent (for Types I 
and II). 

Using experimental animals several very 
promising leads have been discovered which 
should yield us a much more potent serum than 
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is now available. Further work of this nature 
is being carried out. Likewise, a comparative 
study is being made of the various methods of 
testing the potency of any lot of antipneu- 
mococcie serum and to determine what correla- 
tion exists between the results of such tests and 
the actual clinical results obtained in patients 
treated with such sera. 

From time to time, various lots of ‘antipneu- 
mococcie serum have tended to produce chills in 
patients under treatment with such sera. Re- 
cently a method has been found that gives prom- 
ise of yielding excellent results for determin- 
ing which lots of serum are liable to produce 
chills in patients treated with this agent. Vary- 
ing doses of these sera are injected intravenous- 
ly into monkeys (Macaca rhesus) and, if chill- 
producing substances are present in significant 
amounts, the monkeys respond with a shaking 
chill followed by a significant temperature rise. 
Such a method of determining the chill-produc- 
ing propensity of any lot of serum should al- 
low us to select for clinical use only those lots 
giving no chill reactions in monkeys. 


II. CLINICAL 


The problem of how to set up an organiza- 
tion in various areas of the State whereby per- 
sons ill with lobar pneumonia might have the 
benefit of a rapid bacteriological examination 
of their sputum, in order to determine the type 
of any pneumococci found, and have the benefits 
of early antipneumococcie serum treatment was 
perplexing. 

Under the direction of the Advisory Commit- 
tee on Lobar Pneumonia, ten areas outside of 
Boston were chosen as being representative of 
the various problems presented by the State as 
a whole, and the organization of those areas 
begun. Urban, rural, residential, industrial, sea- 
shore and upland regions were chosen. It was 
decided to use the laboratory of the one or 
more centrally located hospitals in each of the 
areas as the typing center. In each such lab- 
oratory, sputum examination and the typing 
of any pneumococci found could be done. In 
order that the technique employed in typing 
might be uniform throughout the State and that 
proficiency in this work might be acquired, the 
technicians from these laboratories were sent to 
Boston and trained in pneumococcus typing at 
the Boston City Hospital. 

The areas chosen (in some instances includ- 
ing many of the neighboring towns) and the 
hospitals codperating in this Study are: 


AREA HOSPITAL COOPERATING 


1. Pittsfield House of Mercy Hospital 

2. Great Barrington Fairview Hospital 

3. Ayer Ayer Community Memorial 
Hospital 

4. Worcester Worcester Memorial Hospi- 
tal 


Worcester City Hospital 


St. Vincent’s Hospital 
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5. Malden Malden Hospital 

6. Beverly Beverly Hospital 

7. Brockton Brockton Hospital 

8. Newton Newton Hospital 

9. New Bedford St. Luke’s Hospital 

10. Chelsea Naval Chelsea Naval Hospital 


Reserve 


Over three hundred typings have been done 
by the technicians of these hospitals since last 
fall. Cultures of all pneumococci found to be 
other than Types I, II or III are sent to 
the State Bacteriological Laboratory in Boston 
where they are typed out to the full thirty-two 
types in order that we may obtain the geographi- 
eal distribution and frequency with which the 
sub-types occur in various locations over the 
State. A recent survey of these and the fol- 
lowing Boston laboratories, to observe the tech- 
nique used by the various technicians in these 
institutions has shown that there can be no 
doubt about the uniformity and accuracy of 
typing as it is being performed in these lab- 
oratories over the State. 

There are at the present time twenty lab- 
oratories in Massachusetts associated with us 
in this work where pneumococcus typing may 
be done; twelve in the above hospitals and eight 
in the Boston hospitals as seen below. 

In Boston, typing is done and serum is avail- 
able for the treatment of lobar pneumonia pa- 
tients in the following institutions selected by 
our Advisory Committee: 

Peter Bent Brigham Hospital 
Boston City Hospital 
Massachusetts General Hospital 
Boston Dispensary 
Beth Israel Hospital 
Carney Hospital 


New England Deaconess Hospital 
Massachusetts Memorial Hospitals 


"At the State Bactericlogical Laboratory over 
760 pneumococcus typings have been attempted 
during the past year. Of these some 477 showed 
pneumococci that could be typed,—such typings 
being carried out to the full thirty-two known 
types. With the exception of Types XXV and 
XXXII, all the various thirty-two types of 
pneumococci have been found. It appears on 
closer study that there has been, so far, no espe- 
cial geographical distribution of any particular 
type and that the same type of pneumococcus 
may occur at the same time in widely separated 
regions of the State. There have been four or 
five instances where two or more members of 
the same family have had lobar pneumonia due 
to the same type of pneumococcus, within a few 
days or weeks of each other, but among nearly 
one thousand eases of lobar pneumonia that have 
been typed this winter, such incidents are rare. 

A comparative study of the accuracy of some 
of the methods used to type pneumococci at the 
State Bacteriological Laboratory indicates that 
the Krumwiede, Sabin, Tube Agglutination and 
Precipitin methods of typing are all more than 
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99 per cent accurate when the results are posi- 
tive. All things considered, the Sabin method 
of pneumococcus typing has been the most use- 
ful because of its ease of performance and the 
short time required for its completion (aver- 
age 6-7 hours). Our typing results are very 
interesting but time does not permit of further 
discussion on this occasion. The rapidly in- 
ereasing demand for pneumococeus typing is 
gratifying, and became so great during the early 
spring that an additional technician was em- 
ployed for this purpose. 

Prior to this Study antipneumococcie serum 
in small amounts was distributed to various 
hospitals and individuals over the State for 
experimental use. Records of patients so treated 
were requested in return for the serum given 
out in order to judge the therapeutic efficacy of 
this material. Such great difficulty was ex- 
perienced in obtaining uniform records that it 
was realized by the Advisory Committee that if 
satisfactory progress was to be made in obtain- 
ing records of lobar pneumonia patients treated 
with serum, the distribution of this material 
would have to be confined to a few representa- 
tive physicians in each of the areas chosen to 
cooperate in this Study. Such a_ procedure 
appears entirely justifiable in view of the fact 
that the whole cost of the Study and serum 
production is being paid for from private funds 
as mentioned above. 


In each of the ten areas selected for organi- 
zation the first year, two or more physicians 
practicing in the area were designated by the 
Advisory Committee to act as clinical collabora- 
tors in their area. These physicians were sup- 
plied with reprints of many of the best cur- 
rent articles dealing with the serum treatment 
of patients ill with lobar pneumonia, and what- 
ever special information they desired, and in 
addition were guests of the Study at one or 
both of the one-day Graduate Courses on lobar 
pneumonia given in Boston by the Graduate 
School of the Harvard Medical School during 
the past winter. 


After such preliminary organization had been 
carried out, a special meeting was held in each 
area to which all physicians in the area were 
invited. At this time the plan of the Study 
was explained and the physicians told that if 
they had a case of lobar pneumonia (adult only) 
they wished to have treated with serum, they 
could call in consultation one of the clinical 
collaborators in their area. The collaborator 
would confirm the diagnosis and either give 
the patient the serum or give sufficient serum 
to the physician with which to treat his patient. 
In addition the collaborator would obtain mate- 
rial from the patient (usually sputum) for typ- 
ing and if possible take blood for a white count 
and blood culture. 


In order to save valuable time it was advised 
that the serum treatment of patients ill with 


lobar pneumonia be begun as soon as the diag- 
nosis could be made, but in no instance was the 
serum treatment of any patient to be instituted 
after the fourth day of his illness. As the 
optimum dosage of serum is unknown the rou- 
tine dosage advised has been as follows: 5 ©.c., 
25 ¢@.c., and 45 e.c. Such doses have been given 
at two hour intervals and after the initial three 
doses have been given, no further serum has 
been administered until the results of typing 
were known. <All serum was given intravenous- 
ly. If the type determined was found to be a 
I or II, further doses of serum might be given 
if thought necessary. If the type determined 
was a III or a Group IV, no further serum 
was to be given. At the present time there 
are approximately fifty collaborators treating 
patients according to this plan over the State. 


In return for his services, the collaborator 
called might charge his usual consultation fee. 
However, if the patient was unable to pay the 
collaborator’s fee, the Commonwealth Fund has . 
agreed to pay such collaborators fifteen dollars 
for their services in each case and six cents a 
mile for mileage. 

This plan of treatment has worked very sue- 
cessfully and the establishment of a similar or- 
ganization for treating cases has been requested 
by ten other areas and many physicians over 
the State. It is hoped that several new areas 
may be organized this summer and fall in order 
that this method of treatment may be placed at 
the disposal of as many physicians over the 
State as is compatible with the limited supply 
of serum. 


RESULTS OF SERUM TREATMENT 


The following is a brief report of the cases 
treated from January 1, 1931, to May 15, 1932: 


GRAND Tora treated cases, all types 249 


Total treated in 1931 103 
Total treated in 1932 (to May 15, 1932) 146 


Total treated cases divided as to types: 


Type Number 

I 124 

II 25 

III 14 

Group IV 59 
Strep. 5 

Mise. 22 

Total 249 


TYPE I. CASES 


The following cases received more than 15 e.e. 
of serum on or before the fourth day of illness: 


Lived Died 
88 12 


Number 


Case Fatality Rate 
100 


12.0 per cent 


The remainder of the Type I cases receiving 
more than 15 ¢.c. of serum were treated after 
the fourth day of illness and the case fatality 
rate in this group is seen to increase approxi- 
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Number | 


mately two and one-half times among these cases 
as follows: 


16 11 5 31.2 per cent 


Cases receiving less than 15 e¢.c. of serum 
are not included in the above figures as it is 
hardly conceivable that such a small amount 
of serum could influence the outcome of the 
case in any way. 


BLOOD CULTURES 


Among the 124 cases treated, blood cultures 
were taken in 87 or 70.1 per cent of these cases. 
Among the 87 patients on whom blood cultures 
were taken, 61 showed negative cultures and 26 
or 31.9 per cent showed positive cultures. 
Among, 20 patients with positive blood cultures 
in whiéh treatment was begun on or before the 
fourth day, 17 lived and 3 died giving a case 
fatality rate of 15 per cent. Among 6 patients 
with positive blood cultures who were treated 
after the fourth day, 4 lived and 2 died, giv- 
ing a ease fatality rate of 33.3 per cent. 

While the results of treatment in Type II 
cases are encouraging, the number of Type II, 
III and Group IV eases treated up to the pres- 
ent time is too small to be in any way signifi- 
cant. The fatality rate among these few cases 
being 26 per cent for Type II, 33.3 per cent 
for Type III, and 16.3 per cent for Group IV 
patients. 

The average potency of the concentrated anti- 
pneumococcie serum for Types I and II used 
_ in the treatment of the above patients was 2680 
units per e.e. for Type I and 1500 units per c.e. 
for Type II. The average serum dosage among 
Type I patients was 94 ¢.c. per patient and 126 
c.c. in Type II patients. 

Among Type I patients, the average age was 
28 years; 91 per cent were under fifty years 
of age, and 73 per cent were males. 

Among Type II patients, the average age was 
36 years; 75 per cent were under fifty years 
of age, and 79 per cent were males. 

It is readily seen then, as has been found be- 
fore, that the majority of Type I and II eases 
occur among young male adults during their 
years of greatest economic value to the com- 
munity, and we feel that any therapeutic agent 
which will cut approximately in half the case 
fatality rate of lobar pneumonia as has been 
obtained by serum treatment among the Type I 
cases presented is distinctly and decidedly worth 
while. It is hoped that when more Type II 
cases have been treated, the case fatality rate 
in this group will also be well under 20 per 
cent. 

In order that physicians might become more 
familiar with the technique for carrying out se- 
rum treatment and its advantages and disad- 
vantages a one day Graduate Course has been 
organized and given by the Graduate School of 
Harvard Medical School. This Course was given 


twice during the past winter and it is planned 
to repeat it next fall and winter in whatever 
regions of the State sufficient demand for such 
a valuable course occurs. 

It is hoped that by the time this Study is 
finished we shall not only have a sound under- 
standing of the methods by which lobar pneu- 
monia is spread, in order that administrative 
measures may be adopted toward its preven- 
tion and control, but also that the profession 
as a whole will become acutely conscious of the 
problem of lobar pneumonia and will appreciate 
the necessity for early clinical and bacteriologi- 
cal diagnosis and the early administration of 
antipneumococcie serum. 

In conclusion may we express our sincere 
gratitude to the members of the profession as a 
whole and especially to the collaborators and 
technicians codperating in this Study for their 
great interest shown in carrying out this work 
and their unselfish donation of many hours of 
time to the problem, without which this Study 
could never be the success it is. 
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Discussion 


CHAIRMAN Situ: I will ask Dr. Frederick T. 
Lord to open the discussion on this paper. 


Dr. FrepertcK T. Lorp, Boston: The program 
presented by Dr. Heffron may be regarded as 
the most important effort yet made on a large 
scale to investigate the pneumonia problem. In- 
formation, previously unobtainable, regarding 
prevalence, methods of spread, mortality rates 
outside of hospitals and the application of spe- 
cific therapy is to be expected as a result of the 
study. 

Specific therapy of Type I pneumococeus 
pneumonia, during the first few days of the dis- 
ease, reduces the mortality about one-half and 
favorable results are obtained in Type II infee- 
tion. The method has not hitherto been used to 
any important extent outside of general hospi- 


tals. This is largely due to technical difficulties. 


in the administration of serum and lack of easily 
accessible laboratories for the determination of 
the type of pneumococcus infection. Restriction 
of anti-serum therapy to general hospitals at 
best benefits only a small proportion of those 
with the disease and patients with pneumonia 
are often admitted too late to be successfully 
treated. 

The chief present advantage of the pneumonia 
service is the opportunity for the more general 
application of early specific therapy by general 
practitioners under competent guidance. 

In the selection of patients for specific treat- 
ment, it is important to appreciate that pneu- 
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monia due to Types I, II and III pneumocoeccus 
is usually characterized by an explosive onset, 
usual massive lung involvement, short course, 
abrupt termination in favorable cases and rela- 
tively rapid restoration of the involved area to 
normal. Though it is impossible to determine 
the type by other than laboratory means, the 
clinical aspects furnish suggestive evidence. The 
grouping of initial symptoms in a typical explo- 
sive onset in male patients between twenty and 
fifty years of age is most often observed with 
Type I and Type II pneumococeus infection. 
Pneumonia as a postoperative complication, or 
occurring in the course of a cireulatory disturb- 
ance, or in infants, children or the elderly, is 
not likely to be due to these two types. 


Types I and II are found to be the cause of 
‘lobar pneumonia in about 60% of the cases and 
Type III in 15% or less. Because of the presence 
of Type IV pneumococci in the normal mouth, 
it is unsafe to assume that the patient has a 
Type IV pneumoecoeeus pneumonia when this 
organism is found in the sputum, and such a 
finding ealls for a repetition of the determina- 
tion on a satisfactory specimen, i.e., a specimen 
from the lung itself. Such repetition increases 
the percentage of Type I and Type II determina- 
tions. 


There is some ground for the belief that Types 
I, II and III are almost exclusively the cause of 
true lobar pneumonia and that bronchopneu- 
monia is confused with lobar pneumonia when 
Type IV, its components or other organisms, are 
found to be the apparent incitants. In support 
of this point of view is the restriction of the 
typical clinical picture largely to infection with 
these three so-called ‘‘fixed’’ types and the bac- 
teriology of metapneumonic empyema. Pneu- 
mococci, other than Types I, II and ITI, are 
rarely the cause of this complication in true 
lobar pneumonia. Of 72 cases reported by Gun- 
del (Zentral. f. Bakt. Parasitenkunde und Infek- 
tionskr. erste. Abt. 122, orig. 1931, p. 112) Type 
I was found in 54, Type II in 16, Type III in 2 
and Type IV in none. 


CHAIRMAN SMITH: I will call on Dr. Edwin A. 
Locke of Boston, to continue the discussion. 


Dr. Epwin A. Locke, Boston: Mr. Chairman, 
Ladies and Gentlemen—I think we are all very 
proud of the reputation which our state has had 
for progressive leadership, and among all the 
departments I doubt very much if there is any 
that has contributed more to that reputation 
than our State Department of Health. 

Coming into being in 1869, the second State 
Board of Health to be organized in this country, 
it has always maintained a position of leader- 
ship, sometimes a reputation even for radical 
leadership. I shall go a step farther, and say that 
in all these years I doubt very much if more 
effective and altogether admirable work has ever 


been done by this department than during the 
past few years under our present Commissioner, 

The subject which is before us today for dis- 
cussion, namely the facilities which the State 
Department of Health has provided this year 
for the general practitioner of medicine and 
which make it possible for him to administer 
specific serum in the treatment of pneumonia is 
an exceedingly important one. To those of us 
who have worked with the antipneumococcic 
serum for the past twelve or fifteen years the 
evidence of its effectiveness as a specific remedy 
has become more and more definite. Dr. Lord has 
just stated that, in the case of pneumonia one to 
the type I pneumococcus. This form of therapy 
has reduced the mortality from one-third to one- 
half. Somewhat less impressive results have been 
obtained in types 2, 7 and 14 by the use of 
homologous anti-sera. At the same time the 
whole program has become more and more com- 
plex. To the doctor in the rural districts who 
cannot command the facilities of a thoroughly 
equipped modern hospital, the specific therapy 
of pneumonia must seem a very difficult prob- 
lem. 

I think it should be made very plain that 
what the State Department of Health is attempt- 
ing to do is not to usurp the function of the 
practitioner and treat pneumonia, but rather to 
place in his hands the equipment which makes 
it possible for him to use effectively this new 
method of treating pneumonia. 

Dr. Lord has already spoken of several of the 
points that I had in mind to emphasize from the 
clinical point of view, and I shall therefore con- 
fine myself entirely to a very brief discussion of 
the work which the State Department of Health 
is doing. 

It is obvious from Dr. Heffron’s splendid ac- 
count of the work being done by the State De- 
partment of Health that its first and prime ob- 
ject is to afford the practitioner the facilities for 
giving this specific serum. Those of you who have 
used it are aware of the difficulties in getting 
the typing promptly done. Cases are often seen . 
late at night or on holidays when laboratories 
are closed and the difficulties at times seem quite 
discouraging. There are also quite definite tech- 
nical difficulties in the administration of the 
serum that are rather forbidding. 


In the first place, then, the state of Massa- 
chusetts is putting into your hands the possibil- 
ity of the use of this serum. In the second place, 
as should always happen, along with the clinic 
work the State Department of Health is doing a 
splendid piece of research work. I believe that 
no more important scientific studies could be 
made on pneumonia than those which Dr. Hef- 
fron has described to you this morning as being 
done along the lines of epidemiology. The oppor- 
tunity to carry on such researches did not exist 
until this matter was taken up by the Depart- 
ment. With its large funds and field resources it 
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has been possible to undertake these investiga- 
tions which have been impossible previously. 


In the third place it is also obvious that the 
State Department of Health is exercising a very 
noteworthy educational function. It has been 
very obvious to the members of the Committee 
who have watched this work during the past year 
that the activities of the State Department of 
Health have been very effective in stimulating 
the hospitals throughout. the Commonwealth to 
higher standards. Only last evening one of the 
members of the Council from a city in the west- 
ern part of the state told me with a great deal 
of satisfaction that the local hospital in his city 
was installing a young graduate from the Har- 
vard Medical School and the Boston City Hos- 
pital in charge of the laboratories and that he 
was to have a thoroughly trained technician. 
Among other things he spoke enthusiastically of 
the possibility in the future of typing sputum in 
pneumonia. 


I bespeak for the Department of Health your 
codperation in this work which seems to me of 
such very unusual importance. 


CHAIRMAN SmitTH: I will ask Dr. W. D. Sutliff 
to continue the discussion. 


Dr. W. D. Sutuirr, Boston: The evidence in 
regard to pneumonia serum has continued to ac- 
cumulate at the Boston City Hospital, and in the 
last two or three years two points have come out 
which are of interest to those who are about to 
use the serum. 


The first point has to do with what results one 
can expect of the serum patients, aside from the 
question of mortality. Practically all of the dis- 
cussion in previous years has been with regard 
to the reduction in mortality. I can assure you 
from my experience in treating several hun- 
dred cases that those who get well do so very 
promptly. Expressed in figures, approximately 
two-thirds of all the patients who are treated 
within the first four days get well within 36 


hours. This improvement is quite marked, and 
almost complete. Of course the patient is usual- 
ly somewhat weak and tired, but the acute dis- 
ease is obviously over at that time. 

A second point which is frequently brought 
up in regard to this serum, concentrated accord- 
ing to the method of Dr. Felton, and made by 
the State Health Department is the question as 
to whether it produces a specific or non-specific 
result. This question is frequently brought up 
and seems unnecessary to those who have stud- 
ied the question of the pneumococcie type speci- 
ficity of the serum through animal experimenta- 
tion. However, it is important to a great many 
people. This question can be approached rather 
directly, I believe, by the use of a non-specific 
agent in Type 1 patients similar to the specific 
agent which is so effective as you have already 
heard. The non-specific agent which we chose as 
the test substance was anti-meningococci serum 
concentrated in the same way as anti-pneumo- 
‘eocei serum. The results have been very decisive. 
In most patients treated non-specifically, as a 
matter of fact, the disease has continued long 
enough so that the second administration of a 
like amount of the specific serum could be given 
and the difference in the action could be ob- 
served in the same patient. The patients did not 
get well with the non-specific serum, had a tem- 
porary fall in temperature, which rose usually 
within 8 hours. With the specific serum the pa- 
tients were well within the customary 36 hours. 

I think that these two points are probably of 
interest to those who are about to use the serum 
in its widespread popularization. 


CHAIRMAN SMITH: The paper is now open for 
general discussion. I will ask any member who 
rises in discussion to state his name and address 
clearly. Is there any further discussion from 
members? (No response.) If not, we will pro- 
ceed to the next paper, ‘‘Twenty Years of Syph- 
ilis Under Salvarsan,’’ by Dr. C. Morton Smith, 


of Boston. 


TWENTY YEARS OF SYPHILIS UNDER SALVARSAN* 


BY C. MORTON SMITH, M.D.t+ 


REVIEW of the changes in the treatment 
of syphilis during the twenty years that 
salvarsan has been in use should include a brief 
outline of events closely preceding the produc- 
tion of ‘£606’? now known in our country as 
arsphenamine. 
At the beginning of the twentieth century 
there had been no outstanding contribution to 
the world knowledge of syphilis since the time of 


*Read before the Section of Medicine at the Annual Meeting 
of the Massachusetts Medical Society, Boston, June 9, 1932. 

+Smith—Clinical Professor of Syphilology, Harvard Univer- 
sity Medical School Emeritus. For record and address of author 
see ‘“‘This Week’s Issue,’’ page 198. 


Ricord with the exception of Fournier’s obser- 
vation that tabes was due to syphilis. As stu- 
dents we were taught that animals were immune 
to inoculations of syphilis, all attempts having 
failed, so syphilis seemed reserved for man- 
kind. Many had claimed discovery of the cause 
of the disease, but none of these were recognized. 
In July, 1903, Metchnikoff and Roux awakened 
clinical and scientific interest in the disease by 
successfully inoculating a chimpanzee with 
fresh material from a syphilitic chanecre. The 
animal lived to show secondary skin lesions and 


died of pneumonia a few weeks later. Their suc- 
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cessful experiment was followed in two vears by 
Schaudinn and Hoffman’s discovery of the or- 
ganism of syphilis—the treponema pallidum. A 
year later Wassermann applied the complement 
fixation principle of Bordet-Gengou to the blood 
serum as a diagnostic method in syphilis. The 
dark-field microscope soon superseded stained 
smears as a means of demonstrating the organ- 
ism to confirm the diagnosis. 

These scientific achievements undoubtedly 
stimulated Ehrlich to try to produce a remedy 
which would have a more rapid and effective ac- 
tion than mercury. He continued his experiments 
until, in 1910, he produced ‘‘606,’’ which he be- 
lieved would cure syphilis with a single injee- 
tion, his ‘‘sterilizans magna’’, which soon proved 
to be a false hope. 

With the introduction of salvarsan, the medi- 
cal world became interested in giving the new 
treatment. The twofold value of this new rem- 
edy was soon recognized: first the wonderfully 
prompt healing of all early infectious lesions, , 
and secondly, the great value this would be 
from a public health point of view in preventing 
the spread of syphilis. 

After twenty years of salvarsan, this forecast 
still holds, and, furthermore, early efficient treat- 
ment greatly reduces the likelihood of late dis- 
abling conditions in the individual. like tabes, 
paresis, and cardiovascular and visceral disease, 
which may increase the burden of the family or 
of the taxpayers. 

The stimulation given to the study of syphilis 
in all its phases—the individual, his family and 
community problems; public health activities 
for relief and control; development of standards 
of treatment ; minimum amounts of treatment to 
‘‘eure’’ the patient; production of other drugs 
like bismuth, tryparsamide, bismarsen, ete.—are 
all the results of activities set in motion by the 
introduction of salvarsan. 


There also followed a striking change in the 
attitude of the public toward this disease. The 
age of silence was broken, and syphilis began to 
be quite freely discussed at lay as well as medi- 
eal gatherings. Just how great had been the 
previous silence is well shown by the following 
incident. When the free Sunday afternoon lec- 
tures on general medical topies were first given 
at the Harvard Medical School, the late James 
C. White, then Professor of Dermatology at 


Transcript published the names of the lecturers 
and the titles of all the lectures save that of Dr. 
White. His title was omitted. 

In contrast—a lady a few years ago remarked, 
‘““No; I am not going to the hotel this summer. 
You see I have never been divoreed, have never 
had a major surgical operation, and know noth- 
ing about syphilis and venereal diseases. So I 
cannot take part in the piazza conversations. ’’ 


Salvarsan treatment was well established 


when the World War broke out, and the Govern- 
ment’s activities for relief and control of syph- 
ilis are well known. These activities also did 
much to further free discussion of syphilis. To- 
day many laymen have a fairly good idea of the 
natural history and course of the disease. Re- 
cently an extra-genital chanere was seen where 
the patient had questioned such a possibility and 
had been assured by a physician, without lab- 
oratory examination, that his suspicions were un- 
founded. Nevertheless a secondary syphilide 
appeared in due time. 


The experience of the past twenty years has 


shown the importance of an early diagnosis, and: 


of as thorough early treatment as is_ possible 
considering the patient’s general physical con- 
dition. Such treatment is most efficient in pre- 
venting late nerve, visceral, and cardiovascular 
involvement, although it has proved somewhat 
less effective than was anticipated. 

It was formerly taught that syphilis played a 
major part as the cause of cardiac disease. At 
present about 2 per cent of cardiae cases are 
found to be due to syphilis. Can salvarsan be 
given all the credit for this apparent great 
change in condition? I believe it can claim the 
larger part. 

Arsphenamine has been the chief factor in de- 
creasing the incidence of both acquired and con- 
genital syphilis, assisted by all the factors that 
bring those needing it under its influence, like 
prenatal clinics, social service, and follow up. 

Prenatal clinics can do much to prevent still- 
births and congenital syphilis, through routine 
Wassermanns, thorough treatment during preg- 
nancy, and observation and treatment of the in- 
fant after delivery. What effect such treatment 
will have in lowering the incidence of Hutehin- 
sonian teeth and interstitial keratitis remains to 
be seen. Salvarsan has demonstrated its value 


in the treatment of patients with interstitial ker- 


atitis: It has proved to be of the highest thera- 
peutic value in the conservation of vision in this 
group of unfortunates. As shown by surveys on 
treatment of interstitial keratitis, many patients 
with total blindness during the height of the at- 
tack, have been restored to normal vision. In a 
group reported by me in 1927 (A Thousand 
Cases of Congenital Syphilis: Archives of Der- 
matology and Syphilology, May, 1927, Vol. 15, 
pp. 527-545) none of the treated cases ended in 
blindness, a condition not uncommon before ars- 
phenamine therapy. 

Mereury, bismuth, and potassium iodide are 
all valuable adjuncts. Experience has shown 
that the therapeutic value of arsphenamine is 
much greater when supplemented with mereury 
or bismuth. Bismuth used intramuscularly is 
now intimately associated with arsphenamine in 
the treatment of both acquired and congenital, 
early and late syphilis. First tried as an anti- 
luetice remedy nearly fifty years ago, and 
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promptly discarded on account of toxicity, it 
came into use again within the past ten years, 
and has continued to hold our respect and confi- 
dence. Syphilologists are opposed to the use 
of bismuth intravenously, as the risk of toxicity 
is too great. 

The benefits from the combined action of ars- 
phenamine and bismuth lead to the production 
of bismarsen, which is supposed to be a chemi- 
cal union of bismuth and sulpharsphenamine. It 
is a weaker therapeutic agent than the earlier 
preparations, and is always given intramuscu- 
larly. 

Arsphenamine is not without disadvantages 
and dangers. At the time of injection it may 
produce nausea, vomiting, nitritoid crises, Herx- 
heimer reactions, ete. It has caused hemor- 
rhagie encephalitis, exfoliative dermatitis, seri- 
ous blood disturbances with or without purpura, 
and disturbances of the liver. These latter ac- 
cidents are less apt to follow the use of ars- 
phenamine than they are to follow the newer 
modifications. Consensus of opinion still favors 
arsphenamine as the more powerful therapeutic 
agent, as fewer injections of a smaller dosage 
reverse a positive Wassermann more quickly 
than other drugs, and fewer relapses occur. 
Greater ease of preparation is largely responsi- 
ble for the more general use of neoarsphenamine 
in office practice. 

Silver arsphenamine is a weaker therapeutic 
agent than neoarsphenamine, according to the 
general belief. 

There are certain patients in whom arsenic 
seems to have little or no effect even on active 
lesions. These are the so-called ‘‘arsenic-fast 
cases”’. 

Recently a patient was seen with an ulcerat- 
ing lesion on the skin which had appeared within 
two or three weeks of the last of a series of in- 
jections of neoarsphenamine, the patient having 
had many such injections. The ulcer healed 
promptly under treatment with potassium iodide 
and the loeal application of mercurial ointment. 

Mereury and potassium iodide still hold an 
important place in the treatment of certain 
phases of syphilis. 

Mercurial dressings constitute the most effec- 
tive local treatment for early moist infectious 
lesions. Such dressings should not, however, 


be used on a possible primary lesion until a 


definite diagnosis has been made. 

A minimum of treatment should consist of at 
least two full courses of arsphenamine, or its 
equivalent in neoarsphenamine, followed by bis- 
muth injections begun during the last half of the 
first course of arsphenamine. The tendency now 
is to omit ‘‘vacations’’ during the early treat- 
ment. Bismuth can be given over long periods, 
if kidney irritation and stomatitis are avoided. 

Mercury is a greater renal irritant than either 
arsphenamine or bismuth. 

A clinical manifestation of syphilis formerly 


not infrequently seen is‘the chronic sealing pap- 
ular eruption of palms and soles. It resisted all 
treatment before salvarsan. Since salvarsan was 
used I have never seen a case that has not made 
a prompt response to this drug. It would be 
entirely worth while even if it were used for no 
other purpose than the healing of these distress- 
ing cases. 

During the period under consideration, 
marked improvement in the treatment of neuro- 
syphilis has taken place, with salvarsan as the 
chief factor. Previously, a diagnosis of paresis 
usually carried a hopeless prognosis. The ap- 
plication of lumbar and cistern punctures and 
study of the spinal fluid in these cases furnished 
a definite basis for estimating the patient’s con- 
dition when treatment was begun, and a meas- 
ure of therapeutic results. It was soon evident 
that intensive treatment with salvarsan intra- 
venously, accompanied by the Swift-Ellis tech- 
nique of intraspinous injections of salvarsanized 
serum, gave encouraging results. Following this 
régime, remissions became more frequent and 
lasted for a much longer time. 

One of our early cases stands out clearly in 
my recollection. This man’s condition seemed 
hopeless when treatment with salvarsanized 
serum intraventricularly was begun. This treat- 
ment was followed by intravenous and intraspi- 
nous injections. The patient began to improve, 
was less untidy, and began taking an interest in 
his home and family. He gained steadily, re- 
turned to his former occupation (one requiring 
close mental application), and has continued at 
work for the past ten or twelve years. He had no 
malaria or fever treatment. This is only one 
of many similar cases. 

During the past decade other agents have been 
added to treatment by arsphenamine—tryparsa- 
mide, and fever (usually produced by malarial 
inoculations, non-proteid nitrogen injections or 
diathermy). The latter may be of great service 
when arsenicals have failed. While the thera- 
peutie results are similar, malaria seems to pro- 
duce somewhat better results than the simple el- 
evation in temperature. Tryparsamide is of 
value chiefly in the treatment of neurosyphilis. 

All these methods of treatment are directly 
the result of the introduction of salvarsan and 
the changes that it has brought about. 

This question has often arisen, does modern 
treatment favor the development of neurosyph- 
ilis? Here is O’Leary’s answer based on a re- 
cent survey of the records of 500 cases chosen 
at random from his service at the Mayo Clinic. 
Only cases with definite historical evidence of 
early antisyphilitic treatment or not were in- 
cluded. 

He divided them into four groups: (1) those 
in which treatment was not given during the 
acute stage of the disease; (2) those treated with 
mereury and iodide of potassium during the 
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acute phase; (3) those treated with arsphenam- 
ine and mereury but not in sufficient amounts, 
and group (4) cases adequately treated begin- 
ning in the primary or secondary stages. 

72 belonged in group 1; 13% in group 2. 
12 in group 3; and 3% in group 4. 

The severest types of neurosyphilis, such as 
tabes, taboparesis and paresis were formed in 
the two groups where arsphenamine had not 
been used during the acute phase of infection 
and the less severe types of neurosyphilis, dif- 
fuse cerebrospinal and asymptomatic neurosyph- 
ilis make up the largest percentage of cases in 
groups 3 and 4. Even small amounts of ars- 
phenamine seem better than none as a protection 
to the nervous system. 

Q’Leary concludes, ‘‘The presumption that 
arsphenamine predisposes to or induces the de- 
velopment of neurosyphilis is not borne out by 
the present study.”’ 

Lumbar puncture makes possible an early di- 
agnosis of central nerve syphilis, so that proper 
treatment may be given ‘before more serious 
damage has been done. 

The Wassermann reaction, originally intro- 
duced as a method of diagnosis, was soon applied 
as a measure of treatment. Many attempts have 
been made to replace it with other tests or modi- 
fied technics, for the most part unsuccessfully, 
although the precipitation test of Kahn, the ag- 
glutination test of Hinton, and the slide test of 
Kline are the other tests that we most often hear 
about. It is regrettable that a closer agreement 
in results is not possible when the same blood is 
tested in different laboratories. 

In my experience there is little difference in 
the point of time in primary syphilis when the 
Wassermann, Kahn, or Hinton test becomes pos- 
itive. <A positive result should be expected dur- 
ing the third or fourth week. The Wassermann 
is usually the first to become negative under 
treatment, and the Hinton test the last. Hinton 
claims to be able to detect syphilis of the central 
nervous system from an examination of the 
blood serum. He has checked this in seven hun- 
dred and eighty-seven (787) cases with no varia- 
tion. Where he found a positive test in the spi- 


nal fluid, the blood test also gave a positive re- | 


sult. If this be true, then a negative Hinton test 
on the blood in late, latent, and treated cases 
would materially reduce the necessity of many 


‘lumbar punctures. So far as I know, Hinton 


is the only one to make such a claim. 


One of the striking results of arsphenamine 
treatment—fortunately for the patient, though 
not for the teacher—is the reduction in the 
amount of material for clinical teaching, owing 
to the rapid healing of all early lesions. This 
is particularly true regarding the teaching of 
oral syphilis to dental students—teaching in 
which the greatest number of patients and the 
widest variety of lesions should be available for 


the short time that can be allowed for this in- 
struction. 

During the years since Schaudinn and Hoff- 
man’s announcement of the spirochaeta pallida 
as the cause of syphilis, the question has arisen 
as to whether this organism is the only factor, 
or whether there may be other forms, or per- 
haps spores—something other than the spiro- 
chaete alone—to account for long periods of 
latency. 

Some time ago McDonough claimed to have 
discovered such a factor in the etiology of syphi- 
lis. His claims were not proved. More recent- 


ly animal experimentation has shown that there’ 


may be an invisible form of syphilitie virus. 
Truffi found that lymphatie glands from syph- 
ilitie rabbits were nearly always virulent, though 
no spirochaetes were found. Levaditi and others 
conelude, from their studies, that spirochaeta 
pallida is only one phase in the developmental 
eyele of the syphilitie virus which must include 
invisible forms, as before mentioned. 

Saleely and Greenbaum succeeded in inoculat- 
ing rabbits with human glands that did not con- 
tain spirochaetes, and that produced a typical 
syphilitic chanere. This invisible virus is viru- 
lent, whether or not the animal has ever had 
a visible form of syphilis. It has been found 
that microseopie syphilomata precede the visi- 
ble lesions by a considerable length of time, and, 
in the ease of a chanere, corresponds closely 
with the period of incubation. Doubtless the 
research being done will bear fruit in due time, 
eiving us more definite knowledge of the life 
eyele of the organism of syphilis. 

So far these experiments have more inter- 
est for the laboratory worker than for the elini- 
cian. 

There has been a decided tendency on the 
part of syphilologists during the past ten years, 
to use and to recommend smaller doses of the 
arsenicals, and to supplement them with bis- 
muth and mereury. Clinical experience and 
laboratory evidence justify this procedure. It 
is particularly important to use conservatism in 
treating patients past middle life who have 
been found to have a positive blood test. Ars- 
phenamine may cause a Herxheimer reaction in 
late as well as in early cases, which can be 
serious in later life. This reaction may be usu- 
ally avoided by giving a course or two of mer- 
cury and potassium iodide before using the more 
rapid acting arsphenamines. 

It has been found that slightly subnormal 
doses of the arsenicals, given less frequently, 
stimulate body resistance more than larger fre- 
quent treatments which have a greater spiril- 
licidal action. The importance of maintaining 
this body resistanee at as high a level as pos- 
sible should be constantly kept in mind in the 
treatment of syphilis as well as in that of dis- 
eases not having so nearly a specific remedy. 

The advantages of social service and an effee- 
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tive follow-up system for the syphilis clinic were 
recognized by some at an early period, and have 
proved of great value in making general treat- 
ment more effective through continued attend- 
ance. In special conditions like interstitial 
keratitis, where provision for transportation, ex- 
amination of other members of the family, and 
the supplying of escorts may be necessary, this 
service is of great value to a group of innocent 
victims, in patients in whom long-continued 
treatment is so necessary to the conservation of 
vision. Results more than justify all our efforts 
and expense. The social worker is also the di- 
rect connecting link between the clinic, the 
Health Department, and various social agencies 
engaged in similar work of relief and control. 
She also helps in keeping early infectious cases 
under treatment. 


During the past decade, there has been a 
slight increase in provision for the hospitaliza- 
tion of the acute infectious syphilitic, outside 
the City Long Island Hospital or the State 
Infirmary at Tewksbury; but there is still a 
definite need for more beds for these cases. 


Under salvarsan a definite therapeutic pro- 
gram has been developed whereby a clinical and 
serological ‘‘cure’’ is possible in the majority 
of cases of acquired syphilis when the diagnosis 
is made early in the primary stage and the pa- 
tient has received proper treatment. When 
treatment is delayed beyond the early secondary 
stage, the results are less certain. 

Treatment should eover two years at least, 
and there should be observation and laboratory 
check-ups at lengthening intervals for five years 
if possible. 

This is a striking contrast to the old plan 
of “‘three years of mercury’’, begun after weeks 
of ‘‘watehful waiting’’ to confirm a clinical sus- 
picion of primary syphilis by the advent of 
‘‘secondaries’’ on the skin. 

With no follow-up or opportunity for hos- 
pitalizing acute infectious cases, with no public 
health activity or interest—it is not surprising 
that most ambulatory patients (and they were 
practically all such) received just treatment 
enough to cure the symptoms then present, and 
the patient disappeared only to return from time 
to time with fresh outbreaks of the disease. 

This is a brief appraisal of the direet and in- 
direct results of arsphenamine in the treatment 
of syphilis. It is still too early to estimate 
the actual therapeutic value of the drug. How- 
ever, certain benefits are already established: 


(1) It affords prompt healing of early in- 
fectious lesions—important to the patient and 
his family, and the greatest single factor in con- 
trolling the disease from the publie health point 
of view. 

(2) It is our strongest agent in producing 
negative serologic reactions in the blood and 
spinal fluid. 


(3) It is chiefly responsible for bringing 
about the constantly increasing number of ap- 
parent ‘‘cures’’. 


I believe that modern treatment with arsphen- 
amine, supplemented by mereury and bismuth, 
has already won a high place among modern 
means of conserving and prolonging human life. 


DIscuUSssION 


CHAIRMAN Situ: [ will ask Dr. William P. 
Boardman to open the discussion of this paper. 


Dr. WiLui1AM P. BoarpMAN, Boston: After Dr. 
Smith’s most complete paper on Twenty Years 
of Salvarsan, there is little to add, but one or 
two points I would like to emphasize. 

He speaks of the decrease in the prevalence of 
syphilis. Certainly the prevalence of congenital 
syphilis has markedly decreased owing to the 
factors which he has mentioned. We have very 
hard work getting material showing congenital 
manifestations for the students. I know that 
the Children’s Hospital still gets a large amount 
of this material, and possibly that is where it is 
going, but even so I feel that the amount of con- 
genital syphilis has markedly decreased in the 
last 20 years. 

On the other hand, the cases of early acquired 
syphilis seem to keep coming about the same in 
the clinics, but there is one marked difference, 
and that is that through modern methods of 
treatment, and through the spread of the gener- 
al knowledge of the subject I think the better 
class of people are not being infected so fre- 
quently as formerly. Certainly we do not see it 
so frequently in private practice as formerly, 
although the lower strata still come in about the 
same numbers to the hospitals. 

Another thing which salvarsan has done, or 
arsphenamine and its modifications. is to de- 
crease the number of recurrences. Those recur- 
rences under the treatment with iodide and with 
mereury were very common. The patient under 
treatment with mereury would have a sore 
mouth, and the question came up whether it was 
mereury or syphilis, and many of us worked 
hard to distinguish the two. Now, after learning 
all the fine points of the differentiation we do not 
use very much mercury, and do not see the 
mercury mouths. Moreover, with salvarsan you 
do not see the syphilitic mouths during the 
course of treatment, and all that knowledge is 
wasted. 

The recurrence of skin lesions during the 
progress of treatment is certainly diminishing 
also. 

These are not only factors which are encour- 
aging to the profession and give a feeling that 
they have the disease under control, but they 
are distinct public health improvements be- 
cause those early recurrent mucous patches and 
moist papules were the cause of a good many 
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cases of infection. The patient had had a certain 
amount of mercury and felt fairly safe, but yet 
he was very contagious. 

Another thing which must stop the spreading 
of the disease is the hospitalization of which Dr. 
Smith has spoken. At the City Hospital we ask 
every patient, where the social service feels that 
the home conditions are not good, to come into 
the hospital. They do not all come, but a large 
number of the promiscuous part of the popula- 
tion who acquire syphilis are taken into the 
hospital and kept for a few weeks. I do not say 
that they are non-infectious when they go out, 
but certainly they are very much less infectious 
than they are at the start, and I think that is a 
distinct help in preventing the spread of the 
disease. 

I am sorry Dr. Smith did not mention any- 
thing about the eyes. That has been the problem 
ever since arsenicals were introduced. With 
atoxyl there were a good many eases of blind- 
ness. Then with arsphenamine we thought we 
had that conquered and certainly we get very 
few cases of eye disturbance in the treatment 
with arsphenamine. On the other hand, they do 
occur and there is a distinct difference of opinion 
about what to do about it. Some of the eye men 
tell us it is due to the arsenie and the arsenic 
should be stopped at once. Some of the men who 
have treated those eases with arsenic and seen 
them clean up, and I am one, feel that they 
should receive more arsenic. Certainly it is very 
discouraging to do almost nothing except give 
iodide and see that patient’s vision go to nothing, 
or if you treat them and it goes to nothing it is 
not much more satisfactory. After treating some 
that the eye man told me ‘not to, however, and 
seeing them regain their vision I feel it still is a 
moot point. 

The number of victims of paresis and loco- 
motor ataxia is too high. We do not do enough 
lumbar punctures. This last week one came to 
the out-patient department whom we had been 
treating from the start, very irregularly to be 
sure, but he had developed paresis right under 
our eyes, and there was no record of a lumbar 
puncture. We try to get a lumbar puncture on 
every case. Of course many of them do not want 
it done, and it takes considerable urging, and 
many of them refuse, but I am afraid in the 
hurry of the large clinies there are some cases 


‘where we fail to insist on that lumbar puncture, 


and this was one in point. 

Dr. Smith spoke of the difference in regard to 
neoarsphenamine and the old arsphenamine. He 
did not speak of the sore arms. To my mind there 
is one distinct advantage in using neoarsphenam- 
ine in the treatment of syphilis as against the 
old arsphenamine, and that is that if it gets out- 
side of the vein it is less destructive to the tis- 
sues. In general use where many who are using 
the drug have not had a large experience in 
intravenous therapy, this point is worth empha- 
Sizing. 


The Wassermann reaction is the thing that has 
interested me particularly in this modern treat- 
ment of syphilis, and we still get those cases of 
positive reaction and nothing in the history and 
nothing in the physical examination to suggest 
syphilis. There are certain groups of eases that 
will give that positive reaction, one being febrile 
disturbances, and another being advanced can- 
cer, and leukemias with marked glandular in- 
volvement. The toxie and febrile cases, after a 
few weeks of waiting, will soon show that the 
positive reaction is only a temporary condition. 
Where the positive result is permanent with sev- 


eral methods, I feel it is justifiable to treat the 


patient for syphilis although I would not say 
absolutely that the patient had the disease. 
There are so many factors in the Wassermann 
reaction which we do not understand, both in 
the inherent nature of the reaction and in the 
technique, that we cannot say positively that a 
positive reaction means syphilis although in 
those eases I think it is well worth while to treat 
them. 

Dr. Smith mentioned in the treatment of syph- 
ilis the matter of vacations. Certainly we are 
giving less vacations than we did before. I do 
not feel that we ean do without giving the pa- 
tient a vacation of a month or two now and 
then in the treatment of syphilis. I think the im- 
portance of keeping up the patient’s general 
health, general resistance, and general strength 
is as important as the administration of arsphen- 
amine, and where the patient seems to be get- 
ting used up and losing a little weight, and is a 
little pale, that patient needs a vacation of a 
month or two, no matter what the reaction is in 
the blood, no matter how much treatment he has 
had, and he will come back and be able to stand 
the treatment better, and he will be able to get 
a negative reaction a good deal more quickly. 

I have seen a good deal of trouble from push- 
ing the treatment beyond the patient’s ability to 
stand it. I do not think we should give vacations 
as often as we used to, but I do think we should 
keep an eye on the patient’s general condition. 


Dr. Smith has estimated a total treatment of 
two years, which coincides with my own, al- 
though when it comes to an individual case 
there are great variations, according to when 
the treatment was started, the regularity of 
treatments, the way the patient has stood the 
treatment, and the number of recurrences and 
the time since the last positive Wassermann re- 
action. Thank you. 


CHAIRMAN Situ: I will ask Dr. George A. 
Dix to continue the discussion. (No response.) 
As Dr. Dix is not present, the paper is open for 
general discussion. Is there anyone who cares to 
discuss this paper or to ask questions regarding 
it? (No response. ) 

The next paper is ‘‘The Interpretations of 
Syndromes Associated with Arterial Hyperten- 
sion,’’ by Dr. Soma Weiss of Boston. 
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THE INTERPRETATIONS OF SYNDROMES ASSOCIATED 
WITH ARTERIAL HYPERTENSION* 


BY SOMA WEISS, M.D.t 


HE important bearing of permanent arterial 

hypertension on vascular disorders in gen- 
eral, and on degenerative diseases of the brain, 
heart and kidneys in particular has been suffi- 
ciently emphasized in recent years'. The pres- 
ent discussion aims, therefore, not to analyze 
these late structural disorders, but rather to em- 
phasize the significance of certain symptom, com- 
plexes that occur frequently at a relatively early 
stage of hypertension or its complications and 
which heretofore have received insufficient atten- 
tion. At times we are puzzled by these symp- 
toms but more often we disguise our ignorance 
by claiming that these undramatie manifesta- 
tions are unessential. The history of the knowl- 
edge of any disease with structural changes 
teaches us that the collection of data regarding 
the advanced stages is relatively simple, but 
that the proper understanding of the bodily 
functions in the earlier stages, when the changes 
are only functional, is more difficult. 

Even today, when we pride ourselves on living 
in an age of supreme scientific technique, the 
precision of our technical methods is often in- 
adequate for the proper elucidation of the mech- 
anism of a disease in its early stage. The words 
spoken by Sir James Mackenzie? fifteen years 
ago can be repeated today with equal force: ‘‘It 
is often assumed that diseases are now recog- 
nized at the earliest moment at which it is pos- 
sible, humanly, to recognize them, and this idea 
has been strengthened by the knowledge that we 
now possess mechanical methods to supplement 
our senses. But it cannot be too strongly insist- 
ed upon that these mechanical. methods only 
elicit evidences of damaged organs, and that 
we must learn to recognize disease before such 
damage is done’’—‘‘To remedy this it is neces- 
sary that the patient’s sensations should be as 
carefully studied as the details of a laboratory 
experiment.”’ 

Today, and in the future then, research in 
clinical medicine should pursue a line of its own. 
A careful and detailed analysis of combinations 
of symptoms in the same patient and exact sta- 
tistical studies of larger groups should yield val- 
uable information. Only harmonious advances 
in clinical and technical research will result in a 
sound, eonstructive knowledge of the early 
stages and prognosis of disease. Laboratory and 
clinical research invariably complement each 


*From the Thorndike Memorial Laboratory, Second and Fourth 
Medical Services (Harvard) of the Boston City Hospital, and 
the Department of Medicine of Harvard Medical School. 

Read before the Section of Medicine at the Annual Meeting 
of the Massachusetts Medical Society, June 9, 1932. 

+Weiss—Associate Professor of Medicine, Harvard University 
Medical School. For record and address of author see ‘‘This 
Week's Issue,’ page 198. 


other; argument can arise only if they are sep- 
arated. 

The etiological factors, and the constitution 
of the individual predetermine to a certain ex- 
tent the clinical course of arterial hypertension. 
As is known, arterial hypertension may be pres- 
ent without clinically recognizable symptoms or 
signs, although its presence always indicates that 
important reserve regulatory functions of the 
body have been called forth*:*. In the so-called 
primary, genuine, or essential hypertension, as 
has been shown, the regulatory changes are sec- 
ondary to the functional or organic narrowing of 
the arterioles over the entire or at least a large 
portion of the vascular tree. Important changes 
also oceur very early in the tonus of the larger 
arteries, an aspect of the problem insufficiently 
studied at present. Because numerous bodily 
functions show deviation from the normal even 
in this often symptomless stage, and because the 
state of the circulation in the presence of hyper- 
tension bears on important functional and struce- 
tural changes in the body, one may justifiably 
speak of a ‘‘hypertensive state’. This term 
would carry with it the implication that hyper- 
tension, although of varied etiology, is, per se, 
more than a symptom, yet is not a disease en- 
tity. 

On the whole, in the development of clinical 
manifestations, the degree of circulatory ische- 
mia or hyperemia, the nature of the changes in 
the vascular wall and secondarily in the function 
of the organ cell proper, and the time element of 
their development have an important bearing. 
Probably the function of all organs of the body, 
separately or in various combinations, may be- 
come involved. Often, however, as we have as- 
certained with precise measurements in the lab- 
oratory, opposite circulatory changes may oceur 
in different organs simultaneously. Thus in one 
case the cerebral circulation may be ischemic as 
a result of narrowing of the cerebral arterioles 
while the blood flow through the kidneys is in- 
creased. An opposite circulatory state may exist 
in the brain of the patient with plethorice appear- 
ance of the face (red hypertension of Volhard) 
who, instead of the narrow arteries of the eye- 
ground, exhibits arteries of normal diameter but 
tortuosities of the small venules, which are 
an indication probably of transmitted pressure 
into the capillaries and venules (Guist)®. But 
even within the same organ marked changes in 
the dynamies of the circulation may develop 
within hours or days. It is these periodic, se- 
lective and scattered functional and organic 
changes in the circulation of the individual or- 
gans which give the remarkable and often puz- 
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zling variation in the clinical course of arterial 
hypertension. The extensive and variable func- 
tional and structural changes also explain why 
the various classifications of the clinical course 
of arterial hypertension are exceedingly unsatis- 
factory. In between the few clear cut groups 
that fit into a schematized clinical picture there 
are the large number of cases with cross mani- 
festations. 

In the following discussion an attempt is made 
to evaluate, in the light of present knowledge, 
some of the relatively early symptoms or syn- 
dromes which either occur frequently but are 
insufficiently understood, or are rare and, there- 
fore, puzzling to the physician when observed. 
It is fully appreciated that our knowledge of 


these aspects of the problem is inadequate, and 


that further studies will improve and alter some 
of the present interpretations. I shall confine 
myself primarily to the clinical aspects of the 
problem that may be helpful in the daily prac- 
tice of medicine. 


SYMPTOMS REFERABLE TO THE CENTRAL NERVOUS 
SYSTEM 


Among the early symptomatic manifestations 
of arterial hypertension the most frequent are 
those which are referable to the state of the cen- 
tral nervous system as influenced by the cerebral 
circulation. 

A clinical analysis of 1090 ambulatory pa- 
tients with uncomplicated hypertension who 
attended the Out Patient Department of the 
Boston City Hospital revealed that 11.8 per cent 
were entirely symptom free®. In the rest of this 
group the most frequent complaints, such as 
headache, dizziness, aches and pains, nervous- 
ness, tinnitus, insomnia, hot flushes, throbbing, 
and fainting spells, alone or in combination, were 
directly referable to the central nervous system. 
In interpreting our findings, we arrived at the 
conclusion that these symptoms are secondary to 
a relatively unstable vasomotor regulation of the 
cerebral circulation. We recently elicited obser- 
vations in man which indicate that the certain 
vasomotor responses of the human cerebral blood 
vessels even in the presence of normal blood 
pressure are great as compared with those of 
other vascular areas of the body*:* These nor- 
mal vasomotor changes in the cerebral blood ves- 
sels, of course, are more accentuated in the pres- 
ence of high blood pressure. Furthermore, evi- 
dence is available that in a large number of eases 
with hypertension there is actually an increased 
vasomotor instability. Thus it is natural to ex- 
pect that symptoms depending on vasomotor 
fluctuation should be present frequently and 
with intensity in patients with arterial hyper- 
tension. Whether the symptoms resulting from 
cerebral vasomotor instability arise from the 
cerebral or meningeal blood vessels, or from 


secondary changes in the nerve cells proper is 
not known at present. 

It is of interest that the symptomatology 
of hypertension is very similar to that of con- 
trol groups of patients with menopause, obes- 
ity, and psychoneurosis. These conditions are 
also, as is well known, frequently associated 
with vasomotor imbalance. Thus arterial hyper- 
tension obviously is not associated with char- 
acteristic symptomatology. 

Even though neurosis, menopause and obesity 
play a role in the precipitation of hypertension 
in a Jarge number of instances. similarity of 
symptoms does not, a priori, justify the con- 
clusion that these conditions are necessarily in 
etiological relationship to arterial hypertension. 
With increasing experience one gradually gains 
the impression that in the total group of hyper- 
tensive cases psychic trauma, although of impor- 
tance, is not active as often as is claimed. One 
frequently observes patients with hypertension 
without psychie conflicts, worry or neurosis. Per- 
haps we place too much unwarranted emphasis 
on the present complicated city life and the 
tenseness associated with certain occupations for 
the development of arterial hypertension. The 
question may rightly be raised as to whether 
arterial hypertension is a disease of our age in 
any way. It is significant that a recent 
statistical analysis conducted by us* of 33,000 
life insurance policyholders accepted with a 
blood pressure of up to 170 systolic and 100 mm. 
of He. diastolic pressure failed to reveal that the 
average arterial tension of teachers, physicians, 
lawyers and other professional occupations as- 
sociated particularly with mental tenseness and 
stress is higher than that of farmers of small vil- 
lages. The average blood pressure in various 
age periods of the group of farmers was the 
same or slightly higher than the other profes- 
sional groups mentioned. 

I have had opportunity through prolonged 
study of individual patients to convince myself 
that in at least one group of cases these cerebral 
symptoms are not an expression of a primary 
neurosis, but that they develop as a result of the 
hypertension or rather of the associated vaso- 
motor instability. I refer particularly to patients 
with fluctuating hypertension, who from the in- 
tensity and frequency of symptoms, such as. 
ringing in the ears, can estimate the height of 
their blood pressure accurately. The symptoms. 
in these cases disappear promptly when the blood 
pressure falls after rest or medication. Such 
behavior indicates also that the symptoms re- 
sult from functional rather than from perma- 
nent disturbance of the cerebral circulation. The 
significance of such repeated observations on a 
given case is obviously not contradicted, in the 
light of the above discussion, by the behavior of 
patients who, even in the presence of very high 
blood pressure, fail to exhibit symptoms. 
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CHANGES IN THE PERSONALITY 


It has been claimed repeatedly that patients 
with arterial hypertension are often individuals 
with a characteristic personality make-up. This 
personality is inherited, often familiar to a cer- 
tain extent; and antedates the development of 
hypertension. Such persons are intense and dy- 
namic individuals. They conduct their work 
with meticulous attention to detail. They are 
overambitious and often successful. Speedy ac- 
tivity and inability to relax are also character- 
istic. They have a tendeney to worry, often 
with no apparent justifiable reason. (It is 
stated that this intensity of the state of the 
central nervous system involves and increases 
the tonus of the vasomotor center leading to ar- 
teriolar constriction. A detailed analysis of the 
personality and the autonomic nervous system 
of 47 cases with arterial hypertension revealed 
such tendencies, but in a considerable number of 
instances such differences in the personality did 
not exist!’. We also ealled attention to the fact 
before that a necessary relationship between cor- 
tical and vegetative functions of the central 
nervous system does not exist. At present there- 
fore it cannot be stated with any degree of ac- 
curacy how characteristic and how important 
this type of personality is in arterial hyperten- 
sion. Routine hospital experience among pa- 
tients of Irish stock, for example, indicates 
that early stages of arterial hypertension in that 
group often are associated with perfectly calm 
and normal personalities. It is therefore con- 
servative to state that if personality plays an 
etiological réle in hypertension, it is in one 
group only, and we are unable to estimate the 
extent of this group at present. 

This problem of the réle of the personality in 
the development of hypertension is made even 
more difficult because of the fact that in some 
cases of arterial hypertension personality 
changes may develop secondarily to hyperten- 
sion. The ultimate explanation of the develop- 
ment of such characteristics, I venture, will also 
be found in the understanding of changes in 
the cerebral circulation. Tenseness with in- 
creasing and often irrational sensitivity, tenden- 
ey to worry, emotional outbursts, restlessness 
with emotional or motor agitation, loss of even- 
ness of drive in daily activity, lack of capacity 
for concentration, forgetfulness, temper and 
rage, in various combinations are characteristic 
personality changes due to hypertension. Oc- 
casionally in the ‘‘fluetuating stage’’ of hyper- 
tension these characteristics improve with the 
fall of the blood pressure after rest; later, how- 
ever, during the fixed stage of the condition they 
become more or less permanent. When a fall in 
the blood pressure occurs during the fixed stage 
of hypertension, usually as a result of myocar- 
dial failure, some of these cerebral symptoms 
and personality changes may become accentu- 


ated, which would indicate that these changes 
depend on an ischemic state of the cerebral cir- 
culation in the presence of severe arteriolar con- 
striction. This explains also why there is no 
obvious correlation between the height of the 
systemic blood pressure or the degree of de- 
generative changes in the vessels and the per- 
sonality changes. Without more knowledge of 
the human cerebral circulation in such cases we 
cannot venture further at present. 


CEREBRAL VASCULAR CRISIS 


I should like now to call your attention to a 
relatively infrequent but, from the point of view 
of diagnosis and of understanding the mechan- 
ism of hypertension, an exceedingly important 
syndrome. This syndrome oceurs in young peo- 
ple. The onset is usually sudden. Increasingly 
severe headache develops, often with confusion 
and drowsiness. Vomiting of projectile character 
may be present. Occasionally there may be im- 
pairment of vision, convulsions, or temporary 
palsy of the extremities. There is a marked bi- 
lateral papillary edema usually with narrow ar- 
teries, often with tortuous, small arteries and 
veins. Hemorrhages and white scars of the 
fundi may or may not be present. The heart is 
not necessarily enlarged on percussion, but the 
aortic second sound is of ringing character. Ev- 
idence of heart failure may be completely ab- 
sent. The radial arteries are usually markedly 
narrowed, somewhat softly thickened. The pulse 
is small but foreeful. Both the systolic and 
particularly the diastolic pressures are elevated 
above the usual high levels. Obstinate consti- 
pation may develop. In one ease with intestinal 
colic an x-ray and fluoroscopic study revealed a 
markedly spastie state of the intestinal canal 
with increased number of peristaltic incisurae. 
The kidney may or may not show normal fune- 
tion. The pressure of the spinal fluid as a rule 
is distinetly elevated, but its chemical composi- 
tion is normal. These manifestations may last 
for hours or days, but we have seen cases in 
which the clinical and autopsy records together 
suggest that the attack was the cause of death. 
At times the functional changes predispose to 
local hemorrhage or thrombosis. This hereto- 
fore obscure syndrome is really the one grouped 
formerly under the term ‘‘pseudo-tumor’’ of 
Nonne, ‘‘the vascular crisis’? of Pal and Clif- 
ford Allbutt; the ‘‘pseudo-uremia’’ of Volhard; 
and the ‘‘hypertensive encephalopathy’’ of Op- 
penheim and Fishberg. This syndrome occurs 
in a group of cases justifiably separated under 
the term of malignant hypertension. The re- 
markable parallelism between this syndrome and 
the manifestations of brain tumor and the ease 
with which they may be confused are obvious. 
One is not surprised that the best neurologists 
at times attempt surgical decompression or ex- 
posure of the brain. To recognize this syndrome, 
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the first and most important step is to realize 
that it exists and that practically all the manifes- 
tations may be similar to those in brain tumors. 
On the whole, however, the narrow arteries, tor- 
tuous small veins, hemorrhages and white scars 
of the eyeground, the narrow radial arteries, the 
high diastolic pressure, and the ringing second 
aortic sound favor the diagnosis of vascular 
crisis, unless the two conditions are combined. 
Greatly elevated blood pressure, particularly the 
diastolic, seldom develops secondarily to brain 
tumor. The syndrome under discussion like that 
of brain tumor rests partially at least, on the ef- 
fects of increased intracranial pressure. Pal and 
Clifford Allbutt offered vascular spasm as an 
explanation. It is doubtful, however, whether 
this simple explanation on the whole is valid. In 
two cases with this syndrome we had opportunity 
to observe that the blood flow through the heart 
and lunes was normal in quantity and in veloci- 
ty. The arterial pressure was markedly elevated 
but the venous pressure was normal. The oxygen 
difference between the blood from the carotid ar- 
tery and the internal jugular vein was decreased 
indicating an increased instead of a decreased 
flow through the brain. It is also significant that 
in these two cases the venules of the eyeground 
were tortuous which presumably indicates, ac- 
cording to recent observations of Guist®, an in- 
creased pressure in the small venules of the eye- 
ground. Our present interpretation therefore is 
that in these cases of malignant hypertension the 
abnormal arterial pressure invades the minute 
vessels at least at certain parts of the brain be- 
yond the arterioles, leading to increased capillary 
pressure and even to increased pressure in the 
cerebral venules. The pressure gradient distant 
to the venules then drops rapidly to a normal 
systemic venous pressure. Thus in these cerebral 
areas there is no spasm but on the contrary a 
relative lack of temporary or permanent spasm 
of the arterioles usually present. We have dem- 
onstrated such a sequence of events in the cere- 
bral circulation of man discussed here following 
histamine injection, which also produces symp- 
toms of an increased intracranial pressure’. 


It is well known that there is an interrelation 
between the systemic venous pressure and the 
cerebrospinal pressure. But the same principle 
also suggests that if the pressure in the cerebral 


-venules becomes elevated the cerebrospinal fluid 


pressure will be raised above this level even if 
the systemic venous pressure is normal. Thus 
it must follow that invasions of high pressure of 
the minute venules of the choroid plexus will 
result in the increase of cerebrospinal fluid pres- 
sure. Locally increased capillary and venule 
pressure may also lead secondarily to localized 
transudation of serum in that area. Thus a sec- 
ondary ischemia may follow the increased capil- 
lary pressure as is the case in the mechanism of 
urticaria. In our experience, nitrites and other 


dilators fail to improve these patients as a rule; 
oceasionally they aggravate the condition. The 
vascular spasm theory, simple as it sounds, thus 
does not fully explain the syndrome’s bizarre 
clinical manifestations. The fact that histolog- 
ical examination of the brain fails to reveal 
vascular changes indirectly favors somewhat the 
theory of arterial or arteriolar relaxation instead 
of spasm in the presence of high blood pressure. 
The frequently observed localized cerebral edema 
is also more explicable on the basis of this 
concept. That spasm may be present occasion- 


ally cannot be denied, and it is quite possible . 


that the physiologic changes behind these cere- 
bral crises are not uniform. 


The behavior of the circulation of the extrem- 
ities teaches us that sudden ischemia and hyper- 
emia may be accompanied by similar symptoms 
as is the case in intermittent claudication and 
erythromelalgia. Thus sudden deviation from 
normal function in opposite directions may re- 
sult in similar subjective sensations in a number 
of diseases. 


In addition to these rather rare cases of cere- 
bral vascular crises, one not infrequently sees 
milder manifestations, both in benign and malig- 
nant hypertension, which are probably of the 
same etiology and mechanism. 


CEREBRAL PREHEMORRHAGIC MANIFESTATIONS 


Cerebral or primary subarachnoid hemor- 
rhages in arterial hypertension are not infre- 
quently preceded by certain symptoms and 
signs''. In some respects these manifestations 
simulate those of vascular crisis. They are, how- 
ever, often of even shorter duration and the 
manifestations are more often monosymptomatiec 
at a given time. The symptoms appear months 
or days before the onset of cerebral hemorrhage. 
Some of these cases exhibit sudden change of 
personality with mental depression and consid- 
erable slowing down of motor and sensory fune- 
tions. Others develop manic tendencies. These 
changes in the function of the central nervous 
system may increase progressively toward the 
onset of hemorrhage or may show fluctuation. 
Periodic severe headaches often with radiation 
toward the occipital area may also be present 
months before the onset of hemorrhage. Unex- 
plained amnesia, disorientation, double vision, 
or disturbed vision with lack of association and 
of the power of codrdination in hypertensive 
patients should make us suspect an approaching 
vascular accident. There may be a marked 
change in the personal habits and routine of the 
patient. He may be unable to dress himself 
without any demonstrable motor difficulty. 
Other patients may show weakness or paralysis 
of one arm or leg or the entire half of the body, 
lasting a matter of minutes only. Often the sub- 
sequent accident involves the same extremity 
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permanently which for months previously had 


exhibited such periodic weakness. At times: 


bizarre manifestations that cannot be explained 
by well-recognized diseases or syndromes de- 
velop. Thus recently we observed a female pa- 
tient in the Boston City Hospital who for 
months before the onset of a classical hemiplegia 
developed gastrointestinal manifestations, com- 
plaining of a severe burning sensation of the 
tongue radiating down to the stomach. The 
patient was suffering from intense hunger, but 
insisted that she was unable to swallow food. 
These sensations were associated with outbursts 
of erying day and night. The clinical picture 
was so bizarre that after the careful clinical and 
laboratory study failed to offer any explanation, 
I did not hesitate to diagnose the case as hys- 
teria, when the onset of classical hemiplegia 
with neurological signs, and death a few days 
later revealed my mistake. 


THE AUTONOMIC NERVOUS SYSTEM AND 
HYPERTHYROIDISM 


In the larger group of patients with arterial 
hypertension there are cases characterized by 
high-strung personality, prominent and shiny 
eyes, wide pupils, flushed face, warm hands, and 
tendency to perspire. The appearance of these 
patients vividly resembles those with hyper- 
thyroidism. The majority of these patients ex- 
hibit normal basal metabolisms; others with a 
high initial rate reach a normal level after re- 
peated determination; in one group, however, 
the basal metabolism remains persistently ele- 
vated. 

Because the majority of the manifestations of 
hyperthyroidism is an expression of a hyper- 
active sympathetic nervous system, the separa- 
tion of these groups clinically is quite difficult. 
Obviously all the patients exhibiting symptoms 
of an overactive autonomic nervous system with 
normal basal metabolic rates and without clini- 
cal signs of diseased thyroid gland do not suffer 
from an overfunction of the thyroid. In a re- 
cent study’? we have demonstrated, with the aid 
of quantitative clinical tests, that in 42 consecu- 
tive eases of uncomplicated hypertension the 
tonus of the sympathetic nervous system was 
relatively increased and that of the parasympa- 
thetic system decreased, as compared with the 
state of the autonomic nervous system of 37 con- 
trol eases. In some of the patients who exhibit- 
ed the syndrome under discussion the tonus of 
the sympathetic nervous system was particularly 
inereased. 

The clinical evaluation of the cases which ex- 
hibit a high basal metabolic rate is more difficult. 
This high basal metabolic rate has apparently 
no relation to the height of the systolic or dias- 
tolic blood pressures. Some of these cases show 
local signs of a diseased thyroid gland and the 


response to Lugol’s solution is such as to indi- 
cate that the high basal metabolism is due entire- 
ly or partially to hyperthyroidism. In other 
cases, however, notwithstanding the high basal 
metabolism no evidence of overfunction of the 
thyroid gland can be elicited. As we discussed 
elsewhere‘, with the aid of circulatory measure- 
ments these two types of cases with increased 
basal metabolism can be separated. In patients 
with increased metabolism only, provided no 
heart failure exists, in contrast to those with 
true hyperthyroidism, the heart rate, the veloc- 
ity and volume of the blood flow were not in- 
creased in proportion to the metabolism. 


If patients with systolic and diastolic hyper- 
tension and high basal metabolic rate exhibit 
clinical manifestations of heart failure, surgical 
resection of the thyroid gland will greatly ben- 
efit them even in those instances in which the 
level of the arterial blood pressure remains unal- 
tered following operation. The usual case of 
hyperthyroidism, as is known, is not infrequent- 
ly associated with an elevation particularly of 
the systolic blood pressure, which following sur- 
gical treatment returns to normal. 


NOSE BLEEDS AND PULMONARY HEMORRHAGE 


That severe nose bleeds may develop in the 
eourse of hypertension is well known. The 
spurting and pulsating character of these nose 
bleeds indicates that it is due to rupture of the 
arterioles or small arteries. That pulmonary 
hemorrhage may also develop as a result of ar- 
terial hypertension is not generally recognized. 
In the above-mentioned analysis of ambulatory 
hypertension cases without complication there 
were four in which pulmonary hemorrhage was 
the presenting manifestation. It is probable, 
however, that in the course of hypertension such 
a complication occurs more frequently. The di- 
agnosis of ‘‘hypertensive pulmonary apoplexy’’ 
should be made, however, with great caution and 
only after a careful laboratory examination fails 
to reveal other more obvious causes of pulmo- 
nary hemorrhage. In three cases which I fol- 
lowed carefully, the bleeding started unexpect- 
edly with a slight hacking cough. Although the 
bleeding was not profuse, the patients continued 
to cough up blood in a decreasing amount for 
from two to four days. The blood changed grad- 
ually from a bright red to a dark red color. In 
two of the cases there was slight dyspnea follow- 
ing the hemorrhage, and posteriorly over the 
base of the lungs the physical signs suggested 
pulmonary atelectasis. The physical signs 
cleared up within 2 to 4 days. As the patholog- 
ical physiology of uncomplicated hypertension 
indicates that hypertension does not involve the 
pulmonary circuit, it is very probable that the 
source of this pulmonary hemorrhage is a rup- 
ture of the minute vessels of the mucous mem- 
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brane of the large bronchi supplied by the peri- 
bronchial artery. 


Occasionally one sees profuse vaginal hemor- 
rhage which may be related to the degree of 
elevated blood pressure. 


EARLY CARDIAC SYMPTOMS AND PAROXYSMAL 
DYSPNEA 


Hypertrophy of the heart and clinical mani- 
festation of associated myocardial failure have 
been sufficiently studied. In the majority of in- 
stances of hypertension there are none or but few 
cardiac manifestations before the onset of pro- 
vressive myocardial failure. At the time of the 
appearance of symptoms marked hypertrophy is 
usually present, although the degree of myocar- 
dial hypertrophy has in our experience no sim- 
ple direct relationship to the height or to the 
duration of the hypertension. Here we have, 
therefore, an example of symptoms preceded by 
structural changes. During this symptom-free 
course of myocardial changes, the combined 
use of x-ray and electrocardiogram may give 
us the only valuable indication of the prog- 
ress and nature of pathological processes in the 
myocardium. We have observed repeatedly that 
the electrocardiogram of svmptom-free cases of 
hypertension reveals not only left ventricular 
preponderance but also a negative T wave in 
leads I or II and often the character of the S-T 
interval suggests coronary disease although the 
clinical manifestations are absent. 


Among the symptoms that precede circulatory 
failure, precordial pain is one of the most fre- 
quent. The interpretation of this pain is some- 
times rather difficult. It is described as dull 
soreness or as localized sharp ‘‘neuralgi¢ pain’’. 
The dull pain that appears with fair regularity 
after physical exertion often is an early manifes- 
tation of coronary disease, myocardial fatigue. 
and decreasing cardiac reserve. It may change 
later to more typical manifestations of coronary 
sclerosis or to angina pectoris. The sharp local- 
ized neuralgie pain, on the other hand. is not 
infrequently an expression of mental fatigue. 
In such eases one finds that some hypersensitiv- 
ity, but to a lesser degree, may be present over 
the corresponding area of the right side. Phys- 
ical rest particularly benefits the former type 
of pain while mental rest relieves the latter. 


Palpitation is present frequently without any 
evidence of myocardial failure. It was present 
in 13% of 1090 uncomplicated cases. The palpi- 
tation may be secondary to vasomotor changes 
or is an expression of the sensitivity of the 
psyche rather than of myocardial changes. Sim- 
ple arrhythmia, particularly, premature auricu- 
lar or ventricular contractions are often ob- 
served without evidence of functional impair- 
ment of the myocardium. 


In rare instances a faint and short diastolie 
murmur is heard over the aortic area. Such 
a murmur may be due to a true dilatation of 
the aorta secondary to the hypertension and 
sclerosis of the aortic wall, or it may be caused 
by a sclerotic deformity of the leaflets of the 
aortic valve. One observes, however, patients in 
whom such a murmur is associated with widen- 
ing of the arch of the aorta as is observed on 
x-ray examination while autopsy fails to reveal 
an insufficiency of the aortic valves. Severe 
anemia also, though rarely, may be the souree 
of a diastolic murmur over the aortic area, was 
not present in these cases. One is forced. there- 
fore, to postulate that the short faint diastolic 


murmur in such cases was due to a functional - 


dilatation of the valvular ring of the aorta. 


Aneurysm or aneurysmal dilatation otf the 
aorta due to arterial hypertension occurs rarely 
and may give the same symptomatology and 
physical signs as that caused by syphilis. Due 
probably to the high aortic pressure, in a cer- 
tain number of instances that part of the aortic 
wall from which the innominate artery origi- 
nates is pushed upward resulting in secondary 
displacement, kinking and increased pulsation 
of the right carotid artery. 


Nocturnal ‘‘nervousness’’? or cough may be 
the first clinical manifestation of approaching 
myocardial failure of the left ventricle. These 
not infrequent symptoms precede the more dra- 
matie attacks of parorysmal cardiac dyspnea or 
asthma. We have observed. however, two cases 
in which the onset of a violent attack of parox- 
ysmal dyspnea was the first clinical indication 
of hypertension and myocardial impairment. 


In these patients with parorysmal dyspnea 
and asthma the usual symptoms and signs of 
congestive failure of the circulation may be 
slight or absent. The characteristic laboratory 
findings according to the observations of Robb 
and me!” are that the vital capacity of the lungs 
is lowered but the peripheral venous pressure is 
elevated only slightly if at all. The velocity of 
the peripheral venous blood flow is normal or 
only shghtly retarded, but the velocity of the 
flow through the pulmonary circuit is almost al- 
ways decreased. Our observations indicate, as 
suggested before, that in these patients with ar- 
terial hypertension there is an imbalance be- 
tween the ventricles, since the left ventricle is on 
the verge of failure, while the functioning of the 
right ventricle is relatively good. The attack is 
precipitated by factors that suddenly accentuate 
this lack of balance between the ventricles. Ex- 
citement, Cheyne-Stokes breathing. cough, and 
the state of the vasomotor centres in sleep play 
a precipitating role. The attacks resulting from 
these factors are apparently preceded by ac- 
centuation of the hypertension. 
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HYPERTENSION AND VASCULAR SPASMS OF THE |is quite possible that in these cases disturbance 


EXTREMITIES 


In addition to the classical syndrome of in- 
termittent claudication of the lower extremities, 
‘sufficiently emphasized in the past, one observes 
patients with arterial hypertension who, particu- 
larly in cold weather, or after physical exertion 
develop paleness or cyanosis over the fingers and 
toes together with pain and impairment of the 
muscular power of the hands and feet. Cases 
with such disturbances of mild degree are not so 
rare. The behavior of more severe cases is sim- 
ilar to that of individuals with Raynaud’s dis- 
ease. In a complete study of one individual 
with such a syndrome all observations in- 
dicated that the attacks were precipitated 
by the spasm of the small arteries and ar- 
terioles of the fingers. The spasms developed 
independently of the vasomotor innervation of 
these blood vessels. Various vasodilator sub- 
stanees, with the exception of alcohol, exert little 
or no effect in the prevention or the relief of 
these attacks. It is possible that the tendency 
to develop spasm in these arteries and arterioles 
depends on certain degenerative changes which 
develop secondarily to hypertension. 


DISTURBANCES IN THE CARBOHYDRATE METABOLISM 


Patients with arterial hypertension quite fre- 
quently have hyperglycemia with or without 
elycosuria. That prolonged diabetes predisposes 
to arteriosclerosis has been recognized especially 
since the life of diabetic patients became pro- 

longed through the use of insulin. Naturally 
‘if the arterioselerotie process involves the 
large portion of the arteriolar system, hyper- 
tension may develop secondarily to diabetes as 
a late and indirect effect. In such cases, how- 
ever, the diabetes is rather severe and ante- 
dates the development of arterial hypertension. 
That no necessary etiological relationship exists 
between diabetes and hypertension is shown by 
the very severe cases of diabetes in youth with 
normal blood pressure. 

With sufficient frequency, cases of essential 
hypertension exhibit a disturbed sugar tolerance 
and eventually develop a moderate or severe 
hyperglycemia, with or without glycosuria to 
warrant the belief that the development of dis- 
turbanees of the carbohydrate metabolism in 
these instances is related secondarily to arterial 
hypertension. Diabetic patients having hyper- 
tension are usually obese individuals and the de- 
gree of diabetes is not severe. At times several 
members of the same family exhibit the triad of 
hypertension, obesity and mild diabetes. In this 
respect diabetes in hypertension behaves some- 
what similar to that of cerebral accidents or my- 
ocardial failure; for 1t is known that at times 
Several members of the same family about the 
same decade of life develop one or the other of 
these formas of complication in hypertension. It 


of the carbohydrate metabolism is secondary to 
arteriosclerosis of the pancreas caused by ar- 
terial hypertension ; although the possibility that 
the same constitutional factor that predisposes 
to hypertension may at times lead to diabetes 
cannot be ruled out at present. It has been dis- 
cussed above that the sympathetic portion of the 
autonomie nervous system in some eases of hy- 
pertension is dominantly powerful above the 
parasympathetic part of the autonomic nervous 
system. The role of the sympathetic nervous 
system in the mobilization and the parasympa- 
thetic nervous system in the formation of gly- 
cogen is well known. 


CONCLUDING REMARKS 


In the foregoing discussion an effort has been 
made to throw light on the relatively early clini- 
cal manifestations of primary arterial hyperten- 
sion and its complications. An interpretation of 
the clinical observations was attempted on the 
basis of combined clinical, investigative and 
morphological studies. Such combined studies 
always serve a double purpose; first, the exact 
physiological and morphological observations 
unravel the mechanism behind the symptoms 
and signs and hence offer a better diagnosis, 
prognosis and therapy; contrariwise the clini- 
eal observations that stimulate the experi- 
mental studies may also lead to the discovery 
of principles of a general nature bearing not 
only on general pathology but on physiology and 
biology as well. 

This double-fronted activity in clinical med- 
icine is just as important as in any other and 
more abstract biological science. As Claude 
Bernard remarked’* am devoting my whole 
course at the Collége de France this year to 
the study of curare, not for the sake of the sub- 
stance itself, but because this study shows us 
how the simplest single determinism, such as 
the lesion of a terminal motor nerve, re-echoing 
successively from all the other vital units, lends 
to secondary determinisms which grow more and 
more complicated till death occurs.’’ 

It would be a mistake to believe, however, 
that this double interest in the study of disease 
is the duty only of trained investigators or 
scientists. The advice of the French mas- 
ter to his pupils and friends was this", ‘‘T tell 
those whose path leads them toward theory or 
toward pure science, never to lose sight of the 
medical problem, which is to preserve health 
and cure disease. I tell those whose career, on 
the contrary guides them to practice, never to 
forget that if theory is meant to enlighten prac- 
tice, practice in turn should be of use to sei- 
ence. Physicians thoroughly imbued with these 
ideas will always keep their interest in the 
progress of science, at the same time that they 
do their duty as practitioners. In noting ac- 
eurately and acutely the interesting cases that 
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present themselves, they will understand how 
fully science may profit by them. Experimental 
scientific medicine will thus become the achieve- 
ment of us all; and every one of us, even if 
he be only a simple country doctor, will make 
his own useful contribution.’’ 


In these days of often irrational and arti- 
ficial specialization we have departed a long 
way from this advice. To return to it today, 
when unrelated facts burden us is more im- 
portant than ever before. 
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DISCUSSION 


CHAIRMAN will ask Dr. Channing 
Frothingham to open the discussion of this 


paper. 
Dr. CHANNING FROTHINGHAM, Boston: Mr. 


Chairman, Ladies and Gentlemen—The striking 
thing, it seems to me, in regard to the problem 


of hypertension is our lack of knowledge in re- 


gard to the whole subject so far as etiology is 
concerned. There is no doubt that hypertension 


- exists in eases of hyperthyroidism, and it also 


exists in certain types of chronic nephritis, but 
in many cases of hypertension the etiology is 
quite obscure. We do not know for sure whether 
it is a disease of the arteries, and if it is a disease 
of the arteries, whether it is a generalized or a 
local disease. We do not know whether it is due 
to some other condition which throws the arter- 
ies into some type of spasm, and if so, whether 
the arteries in general are in spasm, or only 
locally. 

It seems to me that work such as Dr. Weiss 


has done in trying to find the cause and to dis- 
cover what is going on in these early symptoms 
of hypertension is a distinct step in advance to- 
ward working out the etiology and pathology of 
hypertension and whether there is any such dis- 
ease as primary hypertension. 


Although he did not take up the question of 
treatment, it seems to me here again that all the 
work of this sort which he reports is going to be 
of interest and helpful. So far as medication goes 
I am inclined to think that the medical profes- 
sion at the present time influences hypertension 
not at all permanently. I often hear physicians 
say that they reduced the blood pressure to such 
and such a point, and on taking the blood pres- 
sure of that patient I find that it is where it 
was before the physician reduced it. . 


Every autumn when I come back to work I 
ask the house officers what is new in the medica- 
tion of hypertension, and until on two successive 
autumns I find the same drug is being used, I 
am going to continue to feel that we cannot in- 
fluence hypertension medicinally. 


It seems to me that work such as Dr. Weiss 
is doing in trying to find out just what is going 
on in those early syndromes of hypertension will 
be the basis on which a sane therapy for the 
treatment of this disease is going to develop. 


CHAIRMAN SmitTH: I will ask Dr. Robert S. 
Palmer to continue the discussion. 


Dr. Rosert 8. PALMER, Boston: We also have 
been very much interested in the early mani- 
festation of hypertension. In a review of 3,500 
eases examined when first admitted to Harvard 
we found 10 per cent suffering from undue in- 
crease of systolic pressure. Following these in- 
dividuals through the subsequent four years at 
the University we found that a high systolie 
pressure persisted in about 18 per cent. 


On following a group 10 years after their 
first examination, we found that of those who 
originally showed systolic hypertension approx- 
imately 10 per cent continued to show this ab- 
normality. Following a similar control group 
not showing systolic hypertension at the first 
examination we found that 6 per cent showed 
abnormally high blood pressures after 10 years. 


Another group of examinations, those made 
in professional schools, and those made annu- 
ally in industrial plants, have indicated that a 
small percentage in the late twenties and early 
thirties again show abnormally high blood pres- 
sures. I recently reviewed a few of these, and 
found that the pressures are quite variable, the 
limits being 160 systolic to 200 systolic. The di- 
astolie pressure may be as high as 130 milli- 
meters of mercury and as low as 70 or 80. These 
people respond extraordinarily well to rest and 


sedatives. 
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There is still another group in the late thir- 
ties and early forties which I have not followed 
through for such a long time, not seen on rou- 
tine examination but who seek medical advice 
because they have symptoms of the sort which 
Dr. Weiss has discussed. Where good histories 
are obtainable, one finds that an increased blood 
pressure, variable in type, may have persisted 
for as long as 12 or 15 years. Common sense 
seems to indicate that there is some connection 
between these three groups showing variable 
systolic hypertensions through the third and 
fourth decades of life. The suggestion is that 
the course of essential hypertension is prolonged 
and at first benign. The subjects of this disease 
must be recognized early if any effective meas- 
ures of prevention or treatment are contem- 
plated. By analogy with Dr. Cannon’s work on 


experimental animals one would say that these 
people suffer from an over-mobilized internal en- 
vironment, and that is represented chiefly by an 
over-sensitive sympathetic nervous system. 

A major problem of medicine is to make a 
long-time follow-up of cases of this sort, in order 
to discover the factors which favor the develop- 
ment of arterial hypertension and devise meth- 
ods, if possible, to modify what appears to be a 
congenitally over-sympathetic nervous system. 


CHAIRMAN SmitTH: The paper is now open for 
discussion. Is there any general discussion or 
any questions to be asked? [No response.] If 
not, we will proceed to the next paper. 

The next paper is ‘‘ Factors Concerning Prog- 
nosis in Heart Disease,’’ by Dr. Samuel A. Le- 
vine of Boston. 


FACTORS CONCERNING PROGNOSIS IN HEART DISEASE* 


BY SAMUEL A. 


LL physicians at one time or another have 

had the disturbing experience of making 
an absolutely wrong prognosis, while treating 
patients with heart disease. This occurs even 
when the diagnosis is correct. Such wrong prog- 
noses are made both when the condition seems 
hopeless and the patient recovers, and contrari- 
wise when the patient has been doing satisfac- 
.torily and dies unexpectedly. It is particularly 
humiliating to the individual physician and 
harmful to the general medical profession when 
a hopeless prognosis is given and the attend- 
ing physician is dismissed, if one of the irregu- 
lar practitioners such as a chiropractor, an osteo- 
path, or a Christian Scientist is called in and 
in the natural course of events, the patient re- 
covers. Such an experience makes an everlast- 
ing impression on the parties involved and on 
their friends and serves to place in disrepute 
the entire medical profession. It is not sur- 
prising that the lay public should feel as they 
do under these circumstances. Mistakes in prog- 
nosis, more so than mistakes in treatment, are 
responsible for the growing activities and im- 
portance of the numerous unorthodox medical 
cults that prevail today. The purpose of this 
discussion is to throw some light on the fac- 
tors in the prognosis of heart disease so that 
such errors may be minimized. 

It is obvious that in any form of heart dis- 
ease, other things being equal, the more ill the 
patient seems to be, the more dyspnea, the more 
peripheral congestion, and the like, the more 
hopeless will be the outlook. On the other hand, 


*Read before the Section of Medicine at the Annual Meeting 
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there are many patients with marked symptoms 
and physical signs of circulatory embarrassment 
in whom the prognosis is a good deal better 
than in others with much milder evidences of 
the same type. This occurs because other fac- 
tors less obvious are not the same in the two 
groups of cases. We must try to explain why 
some patients with heart disease unexpectedly 
do better and others do worse than predicted, 
and why some eases that are given up as en- 
tirely hopeless recover and do well. 


One simple aid in estimating prognosis is the 
heart rate at which the patient develops con- 
gestive failure. If two cases of mitral stenosis 
and auricular fibrillation present the same de- 
gree of cardiac failure, but one has a heart 
rate of 130 and the other a rate of 80, in gen- 
eral it may be said that the prognosis is better 
in the one with the rapid rate. Here it is ob- 
vious that digitalis and other treatment may 
be expected to slow the rapid rate and effect 
a good deal more improvement than when the 
rate is already slow. In other words when the 
heart rate is slow and there is a good deal of 
peripheral edema, not so much improvement can 
be expected as when the rate is rapid. This is 
especially true when the disturbance is one in 
which it may be predicted that slowing will be 
obtained such as is the case in auricular fibrilla- 
tion. 

The size of the heart is of some importance in 
judging prognosis. The larger the heart, other 
things being equal, the poorer the prognosis. 
This does not mean that one patient with a 
large heart may not do better than another 
of a different type with a small heart. I recall 
seeing a patient with mitral stenosis and auricu- 
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lar fibrillation who had marked congestive heart 
failure. She improved strikingly on ordinary 
treatment so that all evidence of congestion dis- 
appeared and in fact the vital capacity of the 
lungs, which had been very low on admission, 
rose to a normal level before leaving the hos- 
pital. She walked up two flights of stairs with 
one of the physicians and showed, if anything, 
less respiratory distress than he did as a result 
of this effort. One might have predicted that 
she would do extremely well. Her heart, how- 
ever, was very large, almost filling the chest, 
and she died within a year. Such experiences 
are not uncommon. 

One of the most important factors that needs 
proper appraisal is the role that infection plays 
in producing symptoms and signs in heart dis- 
ease. It is evident that infection, although vio- 
lent, may come to an end. <A patient may be 
desperately ill with respiratory distress, very 
rapid heart, even showing signs of generalized 
congestive heart failure. and yet recover so that 
all evidence of circulatory embarrassment dis- 
appears. Such a patient may not only feel well 
and remain well indefinitely, but physical signs 
of heart involvement, such as murmurs, may dis- 
appear entirely. This sort of dramatic improve- 
ment is not altogether uncommon in young peo- 
ple. The reason that this can occur is because 
under such circumstances almost the entire pic- 
ture that developed was due to an infection, gen- 
erally rheumatic fever. This is apt to be ae- 
companied by a panecarditis with involvement of 
the pericardium, myocardium and endocardium. 
This sort of an infection may not only terminate, 
but recovery from it can be practically com- 
plete. I have seen such patients who were ill 
enough to be on the danger lists in hospitals 
but who recovered entirely and showed no signs 
or symptoms of heart disease in subsequent 
years. If, on the other hand, the same degree 
of circulatory failure occurred without an in- 
fection merely as an end result of a burnt out 
long-standing chronic cardiae condition, recov- 
ery of the type described above would be ex- 
tremely rare. Improvement may occur, so that 
the patient may become ambulatory but there 
will always remain a varying degree of disabil- 
ity which is generally considerable. The infer- 
ence to be drawn is that when infection of the 
heart is present, although the condition may be 
very critical, and frequently is fatal, one has 


-reason to be hopeful, for a satisfactory recoy- 


ery is always possible. 

The rédle of bronchial dyspnea in heart dis- 
ease needs special consideration. There are a 
great many people with bronchitis of the asth- 
matie type and emphysema. There are also a 
great many individuals who have one form or 
another of heart disease. It would be quite 
natural, therefore, to find a certain member 
who happens to have both conditions. In fact, 


I am of the opinion at present that bronchitis 


of the asthmatie type is more common in pa- 
tients with rheumatic heart disease than in the 
general population. It is extremely difficult to 
obtain. convincing statistical proof of this but 
I seem to have found too great a number of 
patients with mitral stenosis who have also had 
asthma, hay fever, or other allergie taints to 
be explained on a purely accidental basis. It 
seems that these individuals are allergic in two 
different ways, first, to proteins, pollens, and so 
forth, and secondly, according to the current 
view that rheumatie fever is an infectious dis- 
ease with allergic manifestations. Furthermore, 


dyspnea on effort or at rest and paroxysmal . 


dyspnea are symptoms that are common to both 
heart disease and asthma. It therefore becomes 
very important at times to differentiate how 
much of the respiratory distress is circulatory 
and how much is bronehial in origin. 

The importance of the differentiation lies in 
the fact that the prognosis in a patient with 
marked dyspnea of bronchial origin may be ex- 
cellent whereas if it were mainly cardiac, the 
outlook would be quite grave. This ean be illus- 
trated by some actual experiences. In 1921 a 
lady in the early sixties was seen by a competent 
consultant because she was suffering from noe- 
turnal dyspnea. She had peripheral arterio- 
sclerosis and a moderate hypertension. Exam- 
ination showed no peripheral edema but there 
were rales in the lungs. The heart was some- 
what enlarged, the action was regular and there 
was a slight systolic murmur. <A very bad prog- 
nosis was given because the dyspnea was re- 
garded as eardiae in origin. This seemed logical 
beeause attacks of shortness of breathing coming 
at night, in bed, in patients with hypertension or 
arteriosclerotic heart disease, generally indicate 
a very grave myocardial condition. When I saw 
her a few days later the findings were as de- 
seribed above, but the interpretation was differ- 
ent. The rales in the lunes were heard all over 
the chest especially in the front and were expira- 
tory squeaks. There were no moist rales at the 
bases of the lungs which one would expect to find 
if the dyspnea were cardiac. The prolonged ex- 
piration and the character of the rales were typi- 
eal of emphysema and chronie bronchitis of the 
asthmatic type and I considered the picture as 
practically all due to bronchial trouble. On a 
régime of potassium iodide, ephedrine and steam 
inhalations or possibly as a result of a change in 
the weather, she quickly improved without any 
digitalis and has been in fairly good health these 
past ten years, occasionally going to bed for one 
or two weeks with similar attacks of dyspnea. 
This is a good example of a mistaken prognosis 
because of the improper interpretation of the 
mechanism of dyspnea. 

A similar experience in a patient with valvu- 
lar disease is worthy of mention. This man, for- 
ty-five years old, was dangerously ill with mod- 
erate peripheral congestive heart failure, a great 
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deal of pulmonary edema, probable broncho- 
pneumonia and signs of mitral stenosis and au- 
ricular fibrillation. Although his condition was 
desperate and he was on the danger list in 
the hospital, his family was constantly told that 
it was possible for him to recover and get back 
to work. This optimism was due to the fact 
that a good part of the extreme respiratory dis- 
tress that he showed, was interpreted as due to 
asthmatic bronchitis. He had numerous musical 
squeaks all over the chest in addition to moist 
congestive rales at the bases of the lungs. In 
addition he had a pulmonary infection which 
could be fatal, but which also might clear up 
entirely. In other words, only a small part of 
the symptomatology was due to the inherent 
permanent heart disease, that is, mitral stenosis 
and auricular fibrillation. He did improve most 
satisfactorily and has been at work attending to 
his store for the past four years. One can read- 
ily appreciate from the above cases, the impor- 
tance of this phase of prognosis in heart dis- 
ease, particularly because the treatment itself 
becomes different if the bronchial element is sig- 
nificant. 


There are other influences at work in the 
production of dyspnea that have no direct bear- 
ing on heart disease which one must clearly dis- 
tinguish, because in so far as they are present 
the prognosis is so much the better. Obesity in 
itself can produce shortness of breath when the 
heart is normal and therefore can be responsi- 
ble for a part of the dyspnea when there is heart 
lisease. The same degree of dyspnea will have 
less significance in an obese than in a thin indi- 
vidual if the other findings are the same. In 
fact, there are many obese patients who are di- 
agnosed as having heart disease because they 
complain of shortness of breath, who really have 
no structural disease of the heart at all. Like- 
wise, patients with nervous weakness and debil- 
ity complain of shortness of breath and palpita- 
tion and often are regarded as having organic 
heart disease when the entire problem is fune- 
tional. Furthermore, there are many patients 
with compensated organic heart disease whose 
symptoms are in the main functional or neurotic 
in nature. In so far as that is true the prog- 
nosis is so much better. There is one particular 
aspect of this question that deserves attention. 
I refer to a group of comparatively young in- 
dividuals who complain of shortness of breath 
even while at rest. They are apt to say that 
they cannot get enough air and will frequently 
be seen to take deep ‘breaths (‘‘sighing breath- 
ing’’). They actually overventilate their lungs 
and still want more air, in contrast to patients 
with ‘‘cardiae asthma’’ who really cannot take 
such a deep breath and who have true respira- 
tory distress. They will show no signs of cardiac 
failure and no evidence of serious organic dis- 
ease and yet feel short of breath without effort. 


When spontaneous paroxysmal dyspnea is of im- 
portance it will generally be accompanied by 
obvious signs of grave heart disease, whereas in 
this type ‘of | ‘sighing breathing’’, examination 
is essentially negative. The distinction between 
these two types of dyspnea at rest is most im- 
portant for on the one hand the prognosis is ex- 
cellent and on the other it is very ominous. 


It is obvious that the facility with which the 
symptoms of heart failure (dyspnea, edema and 
chest pain) develop and with which they dis- 
appear under treatment is of some help in judg- 
ing prognosis. Edema of the legs that develops 
only at the end of the day and disappears over- 
night is less serious than edema that persists all 
day. The same is true of anginal pain coming 
in some patients only if they hurry up a hill 
and in others even when they try to shave them- 
selves. Similarly, if the patient improves quick- 
ly, one may regard the outlook as better than if 
it takes many weeks to accomplish the same re- 
sult. Although there are exceptions to the 
above principles, in general they will be found 
to be true. 

In following a case of mitral stenosis I have 
found that the development of hypertension is 
indicative of a better prognosis than one might 
otherwise expect. As a group the majority of 
patients with mitral stenosis will have died at 
the age of fifty. During the past ten years we 
have learned that an appreciable number will 
live to sixty and some to more than seventy. It 
is curious that hypertension is much more com- 
mon in this older group of cases with mitral 
stenosis than in the general population for cor- 
responding ages, despite the fact that mitral 
stenosis of itself in younger people is accom- 
panied by a blood pressure somewhat lower than 
the average. Why this should be so is not al- 
together clear, although it may be that the orig- 
inal rheumatic infection that produced the mi- 
tral stenosis also had some insidious effect on 
the blood vessels causing the hypertension. In 
any event, I have frequently been aided in giv- 
ing a better prognosis than would otherwise be 
warranted by finding the blood pressure elevat- 
ed. For example, the presence of a systolic 
blood pressure of 140 to 160 during some acute 
cardiac emergency like an infarct of the lungs 
with generalized pulmonary edema in a patient 
with mitral stenosis would lead one to hope for 
recovery although the patient may appear des- 
perately ill. Similarly, if the blood pressure 
gradually rises to 160 systolic or more from year 
to year, such a patient may progress more fa- 
vorably than one would otherwise expect. The 
development of moderate hypertension, there- 
fore, is a favorable sign during the course of 
mitral stenosis. 

It is well to contrast the prognosis of dyspnea 
and congestive heart failure in cases of mitral 
disease with that in aortie valvular disease. 
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Many patients have well-marked heart failure 
with mitral stenosis, recover compensation and 
again become ambulatory. They may carry on 
for many years going through repeated breaks 
in compensation. On the other hand when a 
patient with aortic stenosis or insufficiency, rheu- 
matic or luetic, once has dyspnea and peripheral 
edema his months are generally numbered. On 
the other hand the aortic case is apt to be strong- 
er and suffer less from dyspnea than the case 
with mitral stenosis, until this final break in 
compensation does oceur. 


Of special significance in considering the ques- 
tion of shortness of breath is nocturnal paroxys- 
mal dyspnea or cardiac asthma. This occurs 
most frequently in eases with hypertensive, 
luetie or coronary artery heart disease. This 
symptom even more so than pulsus alternans, 
gallop rhythm, and bundle branch block carries 
with it a very poor prognosis. Most patients 
will not survive the first development of noctur- 
nal dyspnea for more than a year. There are 
numerous patients, however, that I have seen 
with pulsus alternans and gallop rhythm who 
did well for more than five years. We must try 
to individualize in our prognosis and it will be 
found that if some acute episode, which can dis- 
appear, brought to light this grave sign it need 
not have the same hopeless outlook. Many pa- 
tients will show pulsus alternans and gallop 
rhythm during the height of a coronary throm- 
bosis or an attack of paroxysmal tachycardia 
and yet recover and do well for years. In fact, 
in some of these cases of paroxysmal tachycar- 
dia the sign of ill-omen disappears permanently 
and the patient remains well indefinitely. In 
general, however, it is true that when nocturnal 
dyspnea, pulsus alternans, gallop rhythm or 
block of one of the branches of the bundle of 
His occurs, the prognosis must be guarded. 


Thyroid heart disease is unique in all cardio- 
vascular problems in that the prognosis almost 
invariably is much better than it would be with 
the same apparent evidence of cardiac embar- 
rassment if there were no hyperthyroidism. 
When the diagnosis of hyperthyroidism and 
heart disease is properly made and effectively 
treated, patients who otherwise could rightly be 
expected to be incurable and even helpless in- 
valids, can generally be restored to comparative 
comfort or complete health. There is no other 
condition in which such extraordinary improve- 
ment occurs and is so well maintained as in hy- 
perthyroid heart disease. For this reason the 
diagnosis is most important although it is still 
too frequently overlooked. It must be said, how- 
ever, that the worst cases are those that have an 
additional and independent form of heart dis- 
ease as well, much as mitral stenosis, hyperten- 
sion or coronary artery disease and that even 
here the prognosis is still very good. 

In contrast to hyperthyroidism, the presence 


of chronic nephritis in a patient with heart dis- - 
ease makes the prognosis much worse. Quite 
often when the term cardiorenal is used in de- 
scribing the clinical condition there really is no 
significant nephritis. The urinary findings are 
those of passive congestion and not of true 
renal insufficiency. It is quite important to make 
this distinction from the point of view of prog- 
nosis and, ordinarily, simple methods are suffi- 
cient to make the proper differentiation. Even 
when the urine contains albumin and easts, if 
the specific gravity is high, the urine is of high 
color and there is no secondary anemia, it is ex- 
tremely unlikely that the kidneys are involved © 
to any important degree. Renal function stud- 
ies may also be somewhat depressed as a result 
of passive congestion and return to normal when 
the cardiae condition improves. It will be help- 
ful, therefore, to appraise the renal factor in- 
telligently in order to make a proper prognosis 
when there is congestive heart failure. 


Finally, in judging prognosis there are several 
types of complications that occur in heart dis- 
ease which may be regarded as unexpected ‘‘ac- 
cidents’’ which may suddenly change the out- 
look entirely. It often is impossible to predict 
which patients will develop these complications 
or when they will occur. There are certain gen- 
eral principles, however, that enable us to divide 
our patients into those who are more likely and 
those who are less likely to have these unexpect- 
ed ‘‘accidents’’. I now refer to the development 
of subacute bacterial endocarditis, emboli (pul- 
monary or arterial), the different forms of par- 
oxysmal rapid heart action or heart block and 
coronary thrombosis. It is obvious that in a 
patient with heart disease who was progressing 
most satisfactorily the prognosis might suddenly 
become grave if one of these complications de- 
veloped. 

As to subacute bacterial endocarditis, which 
is practically invariably fatal, one may expect 
that patients with well-marked mitral stenosis 
or hypertension as a group only rarely develop 
it. If there has been persistent auricular fibril- 
lation or a past history of congestive heart fail- 
ure, it is extremely unlikely that such a pa- 
tient will ever have subacute bacterial endo- 
carditis, no matter how long he lives. It also 
may be said that if there is no heart murmur, 
the patient not only has no subacute bacterial 
endocarditis but will not develop it in the im- 
mediate future. On the other hand, those most 
likely to succumb to this fatal disease are the 
patients who have been fairly strong, compara- 
tively free from dyspnea or recurrent attacks 
of rheumatism, able to work and who showed 
the apical systolic murmur of mitral insuffi- 
ciency or the basal diastolic murmur of aortic 
insufficiency. In a word, it is the well-com- 
pensated patient with valvular disease, generally 
rheumatic, having the above murmurs and a 
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regular heart, without hypertension who is most 
apt to develop subacute bacterial endocarditis. 

When it comes to predicting which patients 
will have emboli the problem is even more diffi- 
cult. In general it may be said that those with 
mitral stenosis are much more apt to have em- 
boli either from the right auricle to the lungs or 
from the left auricle to the systemic circulation, 
than cases with aortic disease. The presence of 
auricular fibrillation with or without mitral 
stenosis is also conducive to the production of 
emboli from either auricle. Emboli from the 
ventricles (generally the left ventricle) occur 
almost exclusively following a coronary thrombo- 
sis and infarction of the ventricular muscula- 
ture. I know of no method, however, of fore- 
telling which ones of the above types of patients 
will actually have emboli. When such an ‘‘ac- 
cident’’ occurs the prognosis may need to be 
suddenly changed. 

The third type of ‘‘accident’’ in patients with 
heart disease is the sudden development of a 
new rhythm of the heart. A patient with com- 
plete heart block and a slow rate of 30 to 35 
may carry on in good health for a great many 
years. Attacks of Adams-Stokes’ syncope, how- 
ever, do occur unexpectedly and any one of the 
attacks may be fatal. It is impossible to pre- 
dict when this may take place. A much more 
common ‘‘accident’’ in which the rhythm of 
the heart changes is paroxysmal rapid heart 
action. This may be due to auricular fibril- 
lation, auricular flutter, auricular tachyear- 
dia and ventricular tachyeardia. This is not 
‘the place to discuss the differential diagnosis 
of these arrhythmias except to state that in 
most eases ordinary bedside methods suffice for 
their proper differentiation. When the heart 
suddenly becomes rapid the clinical condition 
often quickly changes for the worse, but the 
patient generally does better the physi- 
cian fears because many of these disturbances 
are transient and self-limited or respond most 
satisfactorily to treatment. Furthermore, there 
are many individuals who have no heart disease 
whatever, who suffer from these paroxysms of 
rapid heart action and carry on with practical- 
ly no restriction in activities indefinitely. The 
important point with regard to these paroxysms 
is that the outlook is not so grave as it seems, 
for most of them respond to proper treatment. 

Finally, we must consider angina pectoris 
and the ‘‘accident’’ of coronary thrombosis. 
There is no other condition in the practice of 
medicine in which it is so difficult to prognosti- 
cate. Patients who suffer from angina pectoris 
may die suddenly and unexpectedly shortly after 
they are first seen or may live for over twenty 
years. Apart from this sudden and unexpected 
death they are prone to attacks of coronary 
thrombosis which also may end fatally. I know 
of no way of predicting when this will occur. 
Furthermore, when a patient has an attack of 


coronary thrombosis there is no satisfactory 
method of foretelling which individual case will 
survive and which will succumb. I have seen 
most serious cases recover and others that ap- 
parently were doing extremely well suddenly 
die. The age at which other members of the 
family died of coronary disease at times is help- 
ful in prognosis. Here the physician should re- 
main hopeful under the darkest surroundings 
and yet be guarded when the progress seems 
most favorable. 

The above are some of the general principles 
that I believe will prove valuable in formulat- 
ing the prognosis in individual patients suffer- 
ing from cardiac disorders. It is clear that 
much remains to be known but I have found 
that these generalizations have been extremely 
helpful to me during an extensive consultation 
practice and that they will at least diminish the 
number of errors in prognosis, which errors are 
constantly placing the medical profession in dis- 
repute in the minds of the general public and 
encouraging the work of the irregular pseudo- 
medical cults that pervade our country. 


DIscussIon 


Dr. Burton E. Hamitton, Boston: Dr. Levine 
has presented many useful ideas. I will discuss 
three of the points that his paper has suggested. 

(1) Coincident burdens. Infections, obesity, 
underlying thyroid disease are conditions which 
make the prognosis better in an individual car- 
diac than it would be, granting the same heart 


findings and symptoms, if these coincident bur-. 


dens were not present. But, coincident burdens 
improve prognosis only if one finds and removes 
them. I find that it helps me to keep certain 
simple rules in mind. For example :—instruct 
my chronic cardiacs to go to bed at the onset 
of any illness and stay there until well. An obese 
eardiae is an insufficiently treated cardiac. 
Thyroeardiacs are better operative risks than 
their symptoms suggest and their response to 
surgical treatment is usually better than one 
would expect. 

(2) Mitral stenosis. I have watched more 
than 500 women with mitral stenosis go through 
pregnancy and have found it very unsatisfac- 
tory to attempt to give a prognosis based on 
the examination and history of the patient 
alone. To be sure, one can select very bad risks 
on the basis of signs of heart failure present or 
a clear history of heart failure, a complication 
in itself dangerous, such as auricular fibrillation 
or a nephritis, or a grossly enlarged heart. But, 
for the remaining cases it appears that the prog- 
nosis depends on treatment. In my experience, 
the death rate in pregnancy of patients with 
mitral stenosis can be reduced ten times by 
eareful control of the patients’ daily régime. 
This fact has impressed me so strongly that I be- 
lieve the most important thing in the prognosis 
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of patients with mitral stenosis is how they will 
be controlled. 

(3) Coronary disease. The disheartening dif- 
ficulty of attempting to give a prognosis to pa- 
tients with angina pectoris due to coronary dis- 
ease is only too well known to all of us. The 
laity is generally aware of this. One point in 
prognosis has recently suggested itself to me. 
Most patients who have angina on exertion even- 
tually die in angina, or following a coronary oe- 
clusion. Careful history taking of my patients 
has shown me that very commonly, perhaps more 
commonly than not, a fatal angina or coronary 
occlusion has been directly preceded by some 
extraordinary change in daily habits of living. 
It may be unusual exertion, or unusually pro- 
longed ordinary activities, or over-indulgence in 
food with or without one of the other factors. 
This strongly suggests that by continuous reg- 
ulation of the daily life of patients with angina 
pectoris, we can improve the prognosis. 


CHAIRMAN SMITH: The paper is now open for 
general discussion. 


Dr. Henry A. Curistian, Boston: Mr. Chair- 
man—I would point out one thing in connection 
with the two previous papers, that of Dr. Weiss 
and that of Dr. Levine which is that these 
discussions of very important groups of patients 
that make up a large part of our practice have 
emphasized only methods that any practitioner 
can carry out with ease, if he is careful and 
methodical in his work. Nothing has been sug- 
gested that involves any complicated method, 
nothing more than the use of eyes, fingers, ears, 
and very simple laboratory methods. 

Now, it seems to me that one of the great ad- 
vances in medicine that has taken place is in 
the line of simplification of methods of study, 
so that a man who is in general medical work 
and sees his patients at the bedside and in the 
office rather than in the hospital with compli- 
cated facilities, is practically in as good a posi- 
tion to study and treat his patients as are those 
who have available all these complicated forms 
of apparatus. I will emphasize that by pointing 
out that two of our cardiologists, who have just 
spoken, have said almost nothing about electro- 
cardiography ; not that electrocardiography is 
not important, but that we are rapidly learning 
how to do without it in the sense that it is teach- 
ing us simple ways of finding out what formerly 
we did not know, because we did not sufficient- 
lv understand the underlying principles, and 
those underlying principles we have learned 
from electrocardiography, and hence the appli- 
cation is becoming simpler and simpler. 


CiairMAN Smiru: Any further discussion of 
this paper? 


Dr. DanreL C. DENNETT, Winchester: It- 
seems to me that one thing specialists may learn 
in a discussion of this subject is the importance 
of caution in making a prognosis in eases of 
angina pectoris. In four cases in my practice, 
patients were told by reputable heart specialists 
that they were not seriously ill and need have 
no concern about the future. Two were told 
they could play golf. Of these two dropped dead 
while playing golf; one, a Winchester architect 
who seemed in perfect health but who had a - 
history of a heart attack some years before, 
fell dead from his chair while playing cards at- 
a friend’s house; the fourth, who was assured 
he would come out all right, was dead before the 
consultant reached Boston. The prognosis in 
these cases was not warranted. As Dr. Levine 
has said we do not know what is going to hap- 
pen. For that reason we should not say that 
nothing will happen. 


CHAIRMAN Situ: Any further discussion 
of this paper? (No response.) 

At this time I want to say that this entire 
program has been arranged, not only the choice 
of the subjects, but the selection of the readers 
and discussers, by Dr. Ralph Ellis, of Worcester, 
and I want to congratulate him on the exeel- 
lent work he has done. 

If there is no further business to come before 
the meeting I will call it adjourned. 


Report OF NOMINATING COMMITTEE 


The Chairman during the Session appointed 
the following Nominating Committee: Edwin 
H. Place, Boston; Frederick T. Lord, Boston; 
George D. Henderson, Holyoke. 


The Committee retired and returned with 
the following nominations : 

For Chairman, Dr. James H. Means, Boston. 
For Secretary, Dr. Hermann L., Blumgart, 
Boston. 

Upon motion duly made and seconded it was 
Voted: To accept said report and that the 
Secretary be instructed to cast one ballot for 
said nominees. 

The Secretary having cast a ballot as directed, 
the Chairman declared Drs. Means and Blum- 
gart elected to their respective offices for the 
ensuing year. 


Adjourned. 
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_ THE MATERNITY PROBLEM* 
A Survey 


BY GULLI LINDH MULLER, M.D.t 


HE White House Conference on Child Health 

and Protection has recently made an exten- 
sive survey throughout the country, including 
an investigation on every ‘important aspect 
of maternity and related problems. The elab- 
orate data thus carefully accumulated throw 
light on the causes which, at least partial- 
ly, explain why pregnancy and childbirth are 
associated with more hazards in our country 
than among other progressive nations. Many 
suggestions have been offered by the various 
committees to ameliorate the existing conditions, 
which, if carried out, would prevent a great 
deal of ill health and unnecessary death due 
to pregnancy. 

During the past two or three decades, medi- 
cine has progressed with great rapidity. The 
general as well as the infant mortality has stead- 
ily decreased and the expectancy of life for 
the individual has increased measurably. In 
the period from 1914 to 1930 the death rate 
of infants has decreased from 105.9 to 60.3 
per 1000 live births. However, maternal mor- 
tality has remained stationary or, in many lo- 
calities, has shown an inerease. The five-year 
average of maternal deaths in Massachusetts 
between 1906 and 1910 was 4.4 per 1000 con- 
finements, and between the period 1926 to 1930, 
. 5.2 per 1000 confinements. 


Massachusetts is considered by many as a 
model state. However, the maternal mortality 
of 6.1 per 1000 live births in Massachusetts is 
not appreciably lower than in the country at 
large, with a maternal mortality of 6.9 per 
1000 live births, which includes figures for the 
South with its large Negro population and con- 
siderably higher maternal death rate. 

The City of Cambridge, Massachusetts, oc- 
cupies the unique position of recording the low- 
est infant mortality for the year 1930 of any 
city in Massachusetts with over 100,000 in pop- 
ulation. Its maternal mortality in 1930 was 
also low, namely 4.2 per 1000 confinements as 
against 5.8 for the State. Because of this fa- 
vorable position a survey has been made by the 
author for the purpose of determining how an 
individual community takes care of its ma- 
ternity problem. The statistics presented are 
for 1930, except when otherwise indicated. In 
surveying the facilities offered, provisions for 
prenatal care, delivery and immediate post- 

*From the Thorndike Memorial Laboratory, Second and Fourth 
Medical Services (Harvard), Boston City Hospital, Boston, Mass- 
achusetts. 


Read at the meeting of the League of Women Voters, Cam- 
bridge, October 19, 1931. 

+Muller—Assistant Physician, Thorndike Memorial Labora- 
tory, Boston City Hospital. For record and address of author 
see “This Week’s Issue,’”’ page 198. 


natal care of mother and infant have been con- 
sidered. 

At the last census in 1930 the population of 
Cambridge was 113,739. The birth rate was 
22.87 per 1000 population as compared with 
17.3 per 1000 for the State. This means that 
during 1930 there were 2606 live births in the 
City of Cambridge. This figure does not in- 
elude 550 births to Cambridge residents which 
occurred outside the city, mainly in Boston. 
Of the 2606 births actually in Cambridge, 959 
were births to non-resident individuals while 
1647 belonged to Cambridge residents. 


The facilities for prospective mothers to ob- 
tain prenatal care under our present organiza- 
tion of medicine are provided by the services 
of the private physician directly or through 
some social service organization. In addition, 
there may be prenatal clinics, which may or 
nmy not be connected with a hospital. 

In Cambridge the private physician probably 
gives prenatal care to a majority of maternity 
eases. The only organization of any conse- 
quenee through which private physicians, in- 
surance companies, and occasionally hospitals 
work is the Cambridge Visiting Nursing Asso- 
ciation. Their nurses visit the homes of ex- 
pectant mothers, see to it that doctors’ orders 
are carried out, teach them how to prepare for 
confinement and how to prepare clothes for the 
baby. Untoward signs and symptoms are re- 
ported to the physician in charge and simple 
tests are made. This prenatal service is given 
by graduate nurses, who, during 1930, made 
1017 visits to 218 expectant mothers. Through 
them many people are reached who cannot af- 
ford to properly pay a physician, but who are 
able to pay something for the prenatal care 
given. 

For the women who are unable to pay any- 
thing or a small part of the expenses only, a 
prenatal clinic is provided at the Cambridge 
City Hospital for those who subsequently are 
delivered there. During the year April 1, 1929 
to April 1, 1930, 595 visits were made by preg- 
nant women to this clinic, and from April 1, 
1930 to April 1, 1931, 902 visits. The increase 
in prenatal visits, as well as deliveries, during 
the last year, probably indicates a shift from 
private physicians to the hospital clinic, due to 
the economic depression—a condition also ob- 
served in other municipal hospitals. As there 
were 432 deliveries in the Cambridge City Hos- 
pital during that period, each woman made, on 
an average, 2 prenatal visits. In addition, Mid- 
dlesex Hospital (Cambridge) in its prenatal 
clinie cared for 113 mothers with an average of 
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3 visits by each mother; and the Broadway 
Maternity Hospital, a private institution, oper- 
ates a clinic in which, during 1930, 181 women 
were given prenatal care. It is stated that 
prenatal care is given by the private physician 
to women delivered in the other three hospitals 
in Cambridge, but the number of visits cannot 
be ascertained. Consequently, 944 women, or 
36.9 per cent of the women delivered, are known 
to have had some prenatal care, while the re- 
mainder, who have not been traced to institu- 
tions, may or may not have been given pre- 
natal care privately. 

Of the 2606 live births in Cambridge during 
1930, 1532, or 58.8 per cent, took place in one 
of the six hospitals receiving obstetrical cases. 
The remaining 1074, or 41.2 per cent, were de- 
livered at home. Of these, all the birth cer- 
tificates were signed by physicians except in 57 
eases. Fifty-five of these had been delivered 
by midwives and 2 were reported by parents. 
Of the cases delivered by midwives, 48 were 
by one person, mainly among the Portuguese 
population. Among individuals of other na- 
tionalities employing midwives are Poles and 
Italians, but to a much lesser extent than the 
Portuguese, only 6 Poles and 5 Italians being 
so registered in 1930. It is thus seen that about 
2.2 per cent of the confinements are attended 
by midwives in spite of the fact that they are 
not recognized by the laws of Massachusetts. 
It is held that the practice of midwifery is the 
practice of medicine and that anyone who prac- 
tices midwifery is violating the medical regis- 
tration laws. As a rule, the midwives in Cam- 
bridge are circumspect and will call in a physi- 
cian in ease of untoward complications. 


The remaining individuals were delivered, 
presumably by physicians, in the home. Of 
these the Cambridge Visiting Nursing Asso- 
ciation supplied nurses for 296 deliveries and 
36 women were delivered by medical students 
under the supervision of the Middlesex Hospi- 
tal and Medical School. Consequently, 10.9 per 
cent of the total live births in Cambridge are 
known to have taken place in the homes with a 
physician and graduate nurse in attendance and 
1.3 per cent were attended by medical students 
under the supervision of a medical school. It 
has thus been possible to determine the cir- 
cumstances of the confinements in 73.2 per cent 
of the cases. The remaining 26.8 per cent were 
delivered by physicians with or without skilled 
nursing care. In about one-third or 256 of these 
eases the Cambridge Visiting Nursing Associa- 
tion supplied after-care to mother and child. 
In addition, four public health nurses followed 
up every registered birth. They give instruc- 
tion and advice to the mothers about the care 
of the baby and make provisions for special 
care whenever it is deemed desirable. 

Whether a community is obtaining good ob- 


stetrical and infant care is judged by the re- 
sults as reflected in the maternal and infant 
mortality. 

During 1930, 11 women died in childbirth in 
the City of Cambridge, giving a maternal mor- 
tality rate of 4.2 per 1000 confinements, as con- 
trasted with a rate of 5.8 for the whole State. 
In analyzing the proportion of deaths occurring 
in hospitals with those occurring after confine- 
ments in the home, it was found that the ma- 
ternal mortality in the Cambridge hospitals 
was high. Of the 11 maternal deaths, 8 oce- 
curred in hospitals, or 5.1 per 1000 deliveries. 


This is due to the fact that 3 eases of toxemia — 


of pregnancy (including cardiovascular disease 
and nephritis) were brought to the hospitals 
as well as one ease of septicemia following an 
induced abortion. Consequently, only 4 died 
as a direct result of the delivery and in all 
of these the cause of death was recorded as 
puerperal septicemia. This gives a maternal 
mortality in the hospitals, directly traceable to 
delivery, of 2.5 per 1000 confinements. In the 
1138 deliveries at home there were 3 deaths, or 
2.6 per 1000 confinements. It is interesting to 
note that placenta previa was reported as the 
cause of death in two, and postpartum hemor- 
rhage and puerperal septicemia in the third. 
It seems, therefore, as if hemorrhage were less 
easily handled in the home, as in no ease in the 
hospitals was hemorrhage recorded as a con- 
tributory cause of death. 


In addition to the 11 mothers who died of 
causes directly traceable to pregnancy, 3 ad- 
ditional deaths occurred in women who were 
pregnant. Two of these were due to tuber- 
culosis and one to heart disease. 

The infant mortality rate in Cambridge for 
1930 was 46.4.per 1000 live births, and the total 
number of deaths of infants under one year of 
age was 121. This compares with a death rate 
of 69.6 per 1000 live births in Boston during 
the same period and 60.3 per 1000 live births 
in the State of Massachusetts. 

Of the 121 deaths under one year of age, 30 
babies died within the first 24 hours, 25 be- 
tween 24- hours and one week, and 19 between 
the age of one week and one month. This makes 
a total of 74 deaths, or 61 per cent, which oec- 
curred during the first month of life. However, 
among the causes of death listed, there is no 
record that any infant died from lack of care. 
Even so, death among the newborn infants seems 
to emphasize the importance of expert care at 
the confinement and during infancy. 

The data given below certainly suggest that 
hospital care aids to reduce somewhat infant 
mortality as well as stillbirths. Of 1532 in- 
fants born in the Cambridge Hospitals 29 died 
shortly after birth, or 19 per 1000 live births. 
The average death rate of infants born in homes 
was 24 per 1000 live births during the first 
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week- of life. As the deaths of infants born 
in hospitals occurred during the first month, a 
still more favorable figure for the hospitals 
would be obtained because there were 74 deaths 
among all babies in this community less than 
a month old, or 28 per 1000 live births. 

Among the 92 stillbirths recorded, 35 oc- 
curred in hospitals, or 2.2 per cent of the con- 
finements resulted in a stillbirth, as contrasted 
with 5 per cent of the deliveries at home. In 
a small group of women who were delivered at 
home, attended by physicians and with grad- 
uate nursing care, the stillbirths were 3.7 per 
eent. The rate of stillbirths in the State for 
1930 was 35.2 per 1000 live births and 37 per 
1000 in Cambridge. 


From the survey it seems as if ample facilities 
were provided in Cambridge for the confinement 
of pregnant women. The accommodations of- 
fered are suited to every economic status in 
the community. Approximately 70 private or 
semi-private beds are set aside for obstetrical 
cases, exclusive of the beds on the obstetrical 
wards of the Cambridge Hospital and Cam- 
bridge City Hospital. About three-fourths of 
the women delivered in the hospitals were pri- 
vate cases. 


Free obstetrical services are given at patients’ 
homes by the city physician to residents of 
Cambridge who apply to the Cambridge Board 
of Public Welfare. Nursing care at moderate 
cost can be obtained from the Cambridge Visit- 
ing Nursing Association, and if a patient can- 
.not pay for this service, it is given free of 
charge. 


The favorable results of obstetrical care ob- 
tained in Cambridge, as compared with the rest 
of the State, cannot be ascribed to homogeneity 
of population. Cambridge is rapidly becoming 
one of the industrial centers in Massachusetts 
with a mixed population. Among the births 
taking place in Cambridge in 1930, the nativity 


of the parents was distributed as follows :—54 
per cent were native born, 28 per cent foreign 
born, and the rest, or 18 per cent,. were of 
mixed parentage. 

All prenatal clinics in Cambridge are con- 
nected with hospitals and prenatal care is given 
only to those who anticipate delivery at a hos- 
pital. However, many women do not visit a 
prenatal clinic until late in pregnancy, and 
only then so that they: can make arrangements 
for delivery. A much better record might be 
established by more adequate prenatal care. 

It is evident that the work suggested by the 
White House Conference on Child Health and 
Protection concerns every community. Any 
program of improvement must be founded on 
the knowledge of existing facilities in that par- 
ticular community, large or small. A survey 
similar to that reported for Cambridge could 
be accomplished for any community through 
the various women’s organizations, and could 
be the foundation upon which to build a pro- 
gram for improvement of conditions. Such an 
investigation would reveal not only the exist- 
ing conditions within each group, but would 
stimulate interest in a problem which vitally 
concerns everyone, but especially young women. 

Results will be obtained only by close co- 
Operation between the medical profession, hos- 
pitals, various social and health agencies, and 
the laity, with especial emphasis on the ex- 
pectant mother. As the most important factor 
to contend with in any health work is ignorance, 
it would appear as if publicity and education 
should be carried out, through all the available 
agencies, stressing the importance especially of 
prenatal care as well as optimum conditions 
for delivery and subsequent care. If the women 
of a community, either through ignorance or 
for some other reason, do not avail themselves 
of the opportunities offered, the most efficient 
machinery organized for their care is of little 
avail. 


THE DISTRIBUTION OF ANTI-INFANTILE 
PARALYSIS SERUM 


The Boston Floating Hospital has been selected 
by the State Department of Health as one of its 
stations for the distribution to physicians, under 
prescribed conditions, of serum used in the treat- 
ment of infantile paralysis. This work, formerly 
conducted by the Harvard Infantile Paralysis Com- 
mission, is to be assumed by the State Department 
of Health during the coming fall. The consultation 
service will be furnished by the combined staffs of 
the Floating Hospital, the Children’s Department 
of Boston Dispensary and the Pediatric Depart- 
ment of Tufts College Medical School. 

The assumption of this work gives to the Hospi- 
tal and the Dispensary an exceptional opportunity 
for the extension of the important work done by 
both in the medical care and protection of the less 


fortunate of our citizens, an opportunity gladly as- 
sumed in the assurance that the work will be ade- 
quately supported by the public, especially sym- 
pathetic with the suffering caused by this dread 
disease. 


A SAFE TUBERCULOSIS VACCINE 


Dr. William D. Frost, Agricultural Bacteriologist 
at the University of Wisconsin, claims to have pre- 
pared a vaccine called “Tubuvase” which he be- 
lieves may be advantageous in bringing about 
further control of tuberculosis. 

Although no application has been made of this 
particular vaccine to human beings, experiments on 
animals seem to have been productive of good re- 
sults. This does not necessarily mean that it will 
have any beneficial effect on human beings. 
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MASSACHUSETTS TUBERCULOSIS LEAGUE 


THE PREVENTION AND CONTROL OF TUBERCULOSIS 
IN THE COMMONWEALTH OF MASSACHUSETTS* 


The President’s Address 


BY FREDERICK 


E are here to celebrate the nineteenth year 

of the activities of the League in the Pre- 

vention and Control of Tuberculosis. There have 

been no changes in the personnel of the League 

staff. Its work has gone on satisfactorily and 
efficiently during the year. 

It is a pleasure to note that the executive ¢ca- 
pacity of our Executive Secretary has been ree- 
ognized by his appointment as Executive See- 
retary of the Massachusetts Society for Social 
Ilygiene and a member of the Executive Com- 
mittee of the Boston Health League. 

The unfortunate closure of the Inman Trust 
Company of Cambridge, in which the League 
was a depositor, has resulted in the loss for the 
present at least of between nine and ten thou- 
sand dollars of the League funds. 

Reports will be made later by the Executive 
Secretary and the Edueational Secretary con- 
cerning the activities in their respective fields. 

In this address, I should like to call your at- 
tention to certain matters pertaining to the 
prevention and control of tuberculosis in the 
Commonwealth of Massachusetts. 


4 TUBERCULOSIS MORTALITY RATES 


The mortality rate from tuberculosis con- 
tinues to decline to an encouraging degree in 
the Commonwealth of Massachusetts. During 
1931 the number of reported eases and the 


deaths are as follows: 
Number Number 


of of 
Cases Deaths 

Pulmonary Tuberculosis 4421 2306 
Other forms of Tuberculosis 555 248 
Hilum Tuberculosis 684 0 


Estimating the population of the State at 
4,275,966, this gives a death rate from pulmo- 
nary tuberculosis per 100,000 living of 53.9, and 
of other forms of tuberculosis of 5.8, a total 
death rate of 59.7 from tuberculosis. 


SUMMER HEALTH CAMPS 


The affiliated organizations of the League play 
an important part in the supervision and treat- 
ment of tuberculous children by the selection 
for the summer health camps of those with inac- 

*Delivered at the Annual Meeting of the Massachusetts 


Tuberculosis League, April 28, 1932. 


¢+Lord—Clinical Professor of Medicine, Harvard University 
Medical School. President, American Association for Thoracic 
Surgery and Massachusetts Tuberculosis League. For record 
and address of author see ‘‘This Week’s Issue,” page 198. 


T. LORD, M.D.+ 


tive and inextensive juvenile types of the dis- 
ease. Eleven of the affiliated organizations se- 
lect these children on the basis of the recom- 
mendations of the Chadwick Clinies. Owing to 


the importance of tuberculosis as a community — 


problem, it is desirable that the activities of the 
summer camps be devoted very largely to the 
care of those with the milder types of childhood 
tuberculosis, suspicious cases, contacts reacting 
to tuberculin and reactors with malnutrition. In 
regions where the survey of children by the 
Chadwick Clinies has not been recent enough to 
furnish information of present value regarding 
the candidates for admission to the camps, it is 
desirable that skin tests with tubereulin and an 
x-ray examination of the reactors be obtained 
through locally available state or county san- 
atoria, dispensaries, hospitals or physicians. 


THE CHADWICK CLINICS 


The investigation in this State by the Chad- 
wick Clinies, under the charge of Dr. Arthur 
Paul Wakefield, is the most important and ex- 
tensive survey ever made of the incidence of tu- 
berculosis in school children. The Massachusetts 
Tuberculosis League and its affiliated organiza- 
tions take no part in the actual conduct of the 
Clinics. We are, however, vitally interested 
in the results. It is a well-defined policy of the 
National Tuberculosis Association that its activi- 
ties supplement and support the Public Health 
Service and we are, in consequence, under obli- 
gation to promote the enterprise and extend its 
advantages as widely as possible. 

The Ten Year Program is now in its eighth 
year and it is desirable briefly to consider what 
has thus far been accomplished and to plan for 
the future. 


I am indebted to Dr. Alton S. Pope, Director, 
Division of Tuberculosis, for the following fig- 
ures. In the Chadwick Clinies during seven 
years, a total of 206,353 grade and high sehool 
children have been tested, with 55,795 reactors, 
giving an incidence of tuberculous infection of 
27 per cent. Pulmonary tuberculosis has been 
discovered in 155 children, or seven in every 
ten thousand and hilum tuberculosis in 3,345 or 
sixteen in every thousand. 

The discovery of tuberculosis in these chil- 
dren has afforded the opportunity to recommend 
sanatorium treatment for those with the pulmo- 
nary type of the disease and home or sanatorium 
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care, aS seems best in individual cases, for those 
with the childhood type. 

An unexampled opportunity has thus been of- 
fered in this State for oversight and care of a 
jJarge number of children with the disease. 
Proper supervision and treatment may be ex- 
pected to prevent the development of the more 
serious pulmonary type of infection later in life. 
The breaking of contacts and consequent elimi- 
nation of further infection is an important fac- 
tor in promoting recovery. The discovery of tu- 
berculosis in a child affords an opportunity for 
the improvement of his home condition, the de- 
termination of the probable source of infection 
in some member of the family, the application 
of appropriate measures for the care of such in- 
dividuals, and the prevention of further spread 
of the disease. 


THE OUTLOOK WITH TUBERCULOSIS IN CHILDREN 


Our knowledge of the outlook in the different 
types of childhood tuberculosis has been lim- 
ited. Valuable information is already available 
from the follow-up of cases in the Chadwick 
Clinies. Of about 5000 children re-investigated 
after an average interval of about three and one- 
half years, Pope (J. A. M. A. vol. 97: 846-849 
Sept. 19, 1931) finds that 71 were originally 
classified as having pulmonary tuberculosis, 1477 
as the childhood type of the disease and 3195 as 
suspects. During the period of observation only 
thirty new cases of pulmonary tuberculosis have 
developed. Exelusion of children sent to insti- 
tutions and hence presumably more seriously af- 
fected may be assumed to make the outlook more 
favorable than is actually the case, but the fig- 
ures, nevertheless, suggest that the prognosis is 
on the whole good for the short period of ob- 
servation in children with inextensive and inac- 
tive childhood tuberculosis. The prospect with 
the adult type of the disease in children is much 
less promising. Of 110 children with this type 
of the disease, Zacks (New Eng. J. Med. 205: 
525 Sept. 10, 1931) finds that 24 (24%) have 
died and in a majority of the remaining cases 
the lesions are slowly progressing. 


OPPORTUNITY FOR THE LEAGUE TO ASSIST IN THE 
TEN YEAR PROGRAM 


The Chadwick Clinies afford an opportunity 
for the expert investigation of school children. 
The discovery of tuberculosis by this means may 
be life-saving to the affected individual by the 
application in time of remedial measures, and of 
ereat moment to the community in preventing 
the spread of infection. During the seventh 
year of the clinics only about 60% of the grade 
school children were tested in the communities 
in which the investigation was conducted and 
only about 50% of the high school children. Op- 
position by parents and children may be ascribed 
to failure to appreciate the far-reaching imme- 


diate importance of the information to be ob- 
tained. There is an opportunity for the League 
and its affiliated organizations to extend the ad- 
vantages of the Ten Year Program to a larger 
proportion of the school population in : those 
parts of the State not yet visited by the Chad- 
wick Clinies, by conducting an educational eam- 
paign in such regions in anticipation of the ar- 
rival of the Clinic. The League will be glad to 
codperate with the affiliated organizations in the 
attempt to carry out such a program. 


In the consideration of this matter, it is im- 
portant to appreciate that by the discovery of tu- 
berculosis in a child the opportunity is offered 
to find and eliminate a possible source of con- 
tagion in the home. Further infection of the 
child may thus be prevented. The finding of tu- 
berculosis in a parent may lead to an arrest of 
the disease, the avoidance of infection of other 
members of the family and restoration to health 
and earning capacity. 


PROGRAM FOR THE FUTURE 


As we approach the termination of the Ten 
Year Program it is desirable that we consider 
measures to perpetuate the advantages derived 
from the Chadwick Clinies. The investigation. 
of school children for tuberculosis should be 
continued at stated intervals. To a large extent 
easily accessible State and County Sanatoria 
could be utilized for the investigation of school 
children and an x-ray examination of the reac- 
tors to tuberculin. Mobile units with portable 
x-ray apparatus may, if necessary, be sent from 
these institutions to nearby schools. For more 
remote parts of the State not covered by these or 
other means, it is to be hoped that the State De- 
partment of Public Health will continue such 
service as is now offered by the Chadwick 
Clinies. In connection with this program in the 
schools a systematic effort should be made to 
discover the source of infection by the examina- 
tion of all contacts in the families of children 
found to have the disease. 

An important enterprise was recently con- 
ducted by the Southern Worcester County 
Health Association in codperation with the De- 
partment of Health of the Commonwealth 
and the Massachusetts Tuberculosis League 
under the supervision of Dr. William B. 
Davidson. To the present, 359 high school stu- 
dents in Southbridge, North Brookfield and 
Whitinsville have been tested with tuberculin 
and the reactors examined by means of the 
x-ray. The interest and codperation of the local 
physician were secured and a reéxamination of 
a selected group of suspicious and positive cases 
is planned for next year. Similar investigations 
are desirable elsewhere in the State and Dr. Da- 
vidson’s pioneer work in this field will be help- 
ful in guiding us toward the solution of the. 
problem. 


184 MASSACHUSETTS TUBERCULOSIS LEAGUE—KIERNAN 


N. E. J. of M, 
July 28, 1932 


ANNUAL REPORT OF THE EXECUTIVE SECRETARY* 
BY FRANK KIERNAN, A.B.t 


N reviewing the events of the year that has 
passed since we met in annual meeting at 
Worcester in 1931, your Executive Secretary is 
impressed with the stability and vigor of our 
tuberculosis organizations in the midst of these 
perplexing and troubled times. While sharing 
the difficulties and burdens incident to the pe- 
riod through which as a people we are now pass- 
ing, our Associations, National, State, County, 
City and local have shown strength, determina- 
tion and enterprise that is inspiring to one 
whose work has kept him in touch with the prob- 
lems confronting tuberculosis associations great 
and small. 

My report for the year is made under the 
following heads: Finances, including Seal 
Sale, Educational Activities, Organization, Leg- 
islation, Codperative Undertakings, Field Serv- 
ice and Miscellaneous. 


FINANCES 


On the Christmas Seal Sale of 1931, twenty- 
three of our twenty-eight affiliated organizations 
have made final reports. Making reasonable cal- 
culations for those who have not yet reported 
we expect that the final total will reach $235,- 
000.00. Compared with the Seal Sale of 1930 
this will be a falling off of about 9%. Latest 
information from the National Association for 
the country-at-large is that the falling off in 
the 1931 Seal Sale will be approximately 15%. 
Thus Massachusetts again is in advance of the 
nation as a whole. This result could be secured 
only by careful planning and execution, ade- 
quate publicity and the indispensable services 
of the volunteer Seal Sale workers. 

The League membership, including member- 
ships from affiliated organizations, amounted to 
$924.00. 

From the Treasurer’s report to be read later 
in the meeting you will hear the detailed ac- 
count of receipts and disbursements for the 
year audited by a firm of Certified Public Ac- 
countants. 

It has been our custom since 1927 to finance 
the purchase of Seal Sale supplies for the State 
through the medium of a revolving fund which 
has been at the Inman Trust Company, Cam- 
bridge. As receipts came in from the affiliated 
Organizations they were placed on Time Deposit 
at the Inman Trust Company and allowed to 
accumulate until June when we paid for our 
Seal Sale material on June 1 thereby receiving 
a 2% discount on our bill. To meet the Seal 
Sale bill of 1932 we had accumulated in this 
fund $9,425. 


*April 28, 1932. 


Without warning the Inman Trust Company 
closed its doors on December 14. It has not 
yet reopened. A plan of reorganization is now 
under discussion and, if carried out, the League 
would secure on the reopening 50% of its de- 
posit in cash and 50% in stock of the new 
bank. If this plan is not carried out the bank 
must go through liquidation and we will receive 
our proportionate share with other depositors. 


Executive Committee and the Treasurer have 
been in conference with Officers of the Reorgani- 
zation Committee and a meeting of the Execu- 
tive Committee was devoted to this subject. The 
matter is still under discussion. 


EDUCATIONAL ACTIVITIES 


From the Educational Secretary, later in this 
meeting and at the Health Education Meeting 
later in the afternoon you will hear reports 
on the intensive work that has been carried on 
during the past year in school health educa- 
tion. The Educational Secretary of the League 
has not only carried on her regular duties in 
giving service to affiliated organizations and 
schools in their territory, organizing lecture 
services for teachers and nurses, but she has 
carried the additional and heavy burden of giv- 
ing constant and most conscientious direction 
to the special health education projects in the 
high schools. 

In addition to school health education the 
outstanding educational undertaking of the year 
was the Tuberculosis Institute held during the 
first week of February at which 75 nurses, lay 
secretaries, members of the staff of the State 
Department of Public Health, Board members 
and others interested in tuberculosis work were 
in attendance. The faculty of the Institute was 
composed of Dr. George H. Bigelow, State Com- 
missioner of Public Health; Dr. Alton S. Pope, 
Director of the Division of Tuberculosis of the 
State Department of Public Health; Dr. Sum- 
ner H. Remick, Superintendent, Middlesex 
County Sanatorium; Dr. H. E. Kleinschmidt, 
Dr. Philip P. Jacobs and Mr. A. Schaeffer, Jr. 
of the staff of the National Tuberculosis Asso- 
ciation, Dr. Robert B. Kerr, Executive Secre- 
tary and Miss Marion Garland, R.N. of the staff 
of the New Hampshire Tuberculosis Associa- 
tion; Miss Elizabeth Ross, R.N., President of 
the Massachusetts State Nurses Association ; and 
Dr. Iago Galdston of the New York Academy 
of Medicine. Our President, Dr. Lord, gave an 
address of welcome. 

Your Executive Secretary spoke at the an- 
nual meetings of a number of our affiliated or- 


+Kiernan—Executive Secretary, Massachusetts Tuberculosis 
League. For record and address of author see “This Week’s 
Issue,”” page 198. 


ganizations and to a great variety of citizens’ 


The Finance Committee of the League, the» 
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groups, including parent-teacher associations, 
men’s service clubs and church groups. To 
enumerate a few, the following are samples of 
the variety of addresses given: to the parishion- 
ers of St. Joseph’s Church, Lowell, to groups of 
teachers and nurses in courses arranged by Miss 
Anna J. Foley of the Plymouth County Health 
Association at Scituate and East Bridgewater, 
to the Lynn Rotary Club, to the North Attle- 
boro Parent-Teachers Association, to a meeting 
of colored people under the auspices of the 
Boston Tuberculosis Association in Ward 9, to 
a joint meeting of health and social workers of 
Hampshire County under the auspices of our 
Hampshire County Public Health Association at 
Northampton, to a meeting of the Rotary Club 
in Newburyport and to a joint meeting of the 
Kiwanis and Rotary Clubs in Fitchburg. 

Your Secretary also was invited for the sec- 
ond time to speak to the students in the Public 
Health Course at Simmons College. 


ORGANIZATION ACTIVITIES 


At the request of the State Department of 
Public Health and with the approval of the 
League Executive Committee, Mrs. Dorothy Ed- 
wards of the staff of the Boston Tuberculosis As- 
sociation, was borrowed for a period of one 
month to do a special piece of follow-up work 
in checking up on children who had not returned 
for reéxamination at the Chadwick Clinics. Mrs. 
Edwards traveled to many parts of the State in- 
terviewing parents, school teachers, nurses, so- 
cial workers, clergymen and others in this con- 
nection. Commendation for this service was 
received from the State Commissioner of Public 
Health. 

Your Secretary at the request of the Essex 
County Health Association interviewed appli- 
cants and secured for that Association a new 
Executive Secretary. 

Your Secretary assisted the Affiliated Organ- 
izations of Franklin and Berkshire Counties in 
connection with their applications and hearings 
on Incorporation. 

The reéducation of patients in tuberculosis 
sanatoria, which is a matter of concern to the 
National Tuberculosis Association, resulted in 
their employing a full-time person to carry on 
this work throughout the country. At her re- 
quest your Executive Secretary arranged for a 
presentation of this subject before the Associa- 
tion of Trustees of County Sanatoria at one of 
their meetings. Your Secretary also took this 
worker, Mrs. Burhoe, to the sanatoria of Norfolk 
County and Essex County for a discussion of 
practical methods of carrying out this work in 
these institutions. The superintendents of 
these two institutions were much interested in 
this project and, although due to the financial 
stringencies no funds were available through 
the hospital trustees, both Dr. Pettingill of Es- 


sex County Sanatorium and Dr. Pillsbury of 
Norfolk County Hospital have inaugurated 
through their initiative and ingenuity the be- 
ginning of a reéducation for their patients util- 
izing the talents of other patients who are skilled 
in special lines and able to carry on a limited 
amount of teaching. 

The question of the continuation of the pay- 
ment by counties for the care of children at 
our summer camps was brought up this year be- 
cause of the pending opening of the new sana- 
torium in Worcester County. There was a dif- 
ference of opinion in the interpretation of the 
existing law which made it doubtful to some 
whether the county commissioners could con- 
tinue this practice. The Director of the County 
Accounts of the Commonwealth, I am happy to 
say, interpreted the law in favor of the contin- 
uation of this procedure so that the camps which 
are receiving funds from county commissioners 
will continue to receive them and other associa- 
tions which are eligible to receive funds in this 
manner may take steps to that end. 

Through arrangements made by the League, 
Dr. H. E. Kleinschmidt of the National Tubercu- 
losis Association made two special visits to 
Brockton to assist the newly appointed health 
officer in reorganizing the tuberculosis under- 
takings in that city. Dr. Kleinschmidt, on one 
of these visits to Massachusetts, inspected the 
Rehabilitation Workshop of the Boston Tuber- 
culosis Association and was much impressed with 
the work that is being done there. We have 
just received a request that an article be writ- 
ten for the Journal of the Outdoor Life describ- 
ing this project. 

At the request of the Holyoke Tuberculosis 
Association, your Secretary recommended a can- 
didate for the position of Executive Secretary of 
the Tuberculosis Association in that city. This 
candidate was subsequently employed and is now 
carrying on a well-developed program in health 
education and publicity in that city. 

At the request of the Board of the Norfolk 
County Health Association, a study has been 
made of the program of that Association in the 
light of the county needs and, in conjunction 
with Dr. Alton S. Pope, Director of the Division 
of Tuberculosis, a report with recommendationg 
has been made to the Norfolk County Board. 


LEGISLATION 


Your Secretary appeared and spoke, repre- 
senting the League, in opposition to the pro- 
posed Bill to license Chiropractors and in sup- 
port of the Bills that would make compulsory 
vaccination in private schools, a better utiliza- 
tion of the tuberculosis subsidy paid to cities 
and towns and the appointment of persons 
trained in public health to positions as Health 
Officers. We have received a letter of thanks 
from the State Medical Society for our part in 
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the Chiropractic Hearing. Happily the Gen- 
eral Court again killed the Bill this year but it 
will come up as a referendum on the ballot in 
November. This will lay upon us an additional 
responsibility for enlisting the support of our 
fellow citizens and workers to vote against this 
menacing legislation. 


COOPERATIVE UNDERTAKINGS 


Our President has on several oceasions wisely 
pressed consideration of the subject of what is 
going to happen throughout the State at the 
end of the Chadwick Clinies in 1934. He has 
pointed out the desirability of communities giv- 
ing thought to this subject and preparing them- 
selves to carry on in some form the valuable 
work which has been inaugurated by the State 
Department of Publie Health. 

Our Affiliated Organization in Southern Wor- 
cester County, taking up the suggestion of Dr. 
Lord, proposed to inaugurate examinations of 
high school students in a few selected towns for 
the purpose of developing a community interest 
in the subject. Funds were needed over and 
above their own resources for this purpose and 
the Executive Committee of the League was so 
impressed with the soundness of the undertaking 
that $500.00 was voted to the Southern Woreester 
County Health Association for this purpose. You 
have heard from Dr. Lord his opinion of the 
value of this undertaking. My own observation 
on it is that the project has been gone into with 
such eare and personnel, including Dr. William 
B. Davidson, formerly Assistant Superintendent 
of Rutland State Sanatorium, that it is going to 
be of inestimable value to the State Department 
of Public Health, the League and the affiliated 
organizations to have a technique on this sub- 
ject worked out in actual experience. 

Another codperative project is that with the 
Cambridge Tuberculosis and Health Association 
which has inaugurated a follow-up of all the 
children who have been at Sunshine Camp since 
its inception five years ago. So far as possi- 
ble all these children are being x-rayed, and 
given von Pirquet and physical examinations 
where necessary to determine their state of 
health particularly with regard to pulmonary 
conditions. This follow-up will be reported on 
in detail at a later meeting when the work has 
‘been completed. The League has voted $100 for 
the first year to assist the Cambridge Association 
in this. 

Eleven affiliated organizations of the League 
are taking an active part in the Early Diagnosis 
Campaign for 1932. I wish it were possible to 
report that substantially all our affiliated organ- 
izations had enthusiasm for this project. The lit- 
erature for use in local communities is well 
thought out and inexpensive and the Campaign 
where it is carried on is always popular. The 
1932 Campaign had the impetus of the fiftieth 


anniversary of the discovery of the tubercle 
bacillus by Dr. Robert Koch. The theme of the 
Campaign is ‘‘Every Case Comes From An- 
other.’’ I commend to the thoughtful consider- 
ation of all the affiliated organizations the earry- 
ing on of an Early Diagnosis Campaign which 
has become a fixed part of the National Tubereu- 
losis Association’s program and which ean be 
made the basis not only of a revival of interest in 
tuberculosis in the community but also a revival 
of interest on the part of other health organiza- 
tions which may be drawn in to participate in 
the Campaign. 


FIELD SERVICE 


The customary field service to our affiliated 
organizations has been given throughout the 
year. Visits have been made to all the affiliated 
organizations and the secretaries of many have 
come to the League headquarters for consulta- 
tion on their projects and problems. 


MISCELLANEOUS 


Your Secretary was appointed by Governor 
Ely Secretary of the Governor’s White House 
Committee on Child Health and Protection and 
in that connection met with the other officers and 
executive committee several times during the 
year to discuss policies and the program for ear- 
rying to cities and towns throughout the State 
the findings of the White House Conference. 


Your Secretary was continued as Secretary 
and Treasurer of the Massachusetts Central 
Health Council. 


Your Secretary was elected a member of the 
Executive Committee of the Boston Health 
League. 

In June, 1931, your Secretary organized a tes- 
timonial meeting for Dr. Edward O. Otis with 
which you are all familiar. 

The Health Journal was continued with the 
exception of the April, 1932, issue which was 
omitted in order to conserve our funds. 

At the request of the State Department of 
Public Health your Secretary prepared a series 
of four radio broadeasts which were given over 
WEEI. 

Your Seeretary also spoke in the interests of 
tuberculosis work over WBZ and WBZA. 

Translations of Dr. Koch’s memorable paper 
given at Berlin on Mareh 24, 1882, were secured 
from the National Tuberculosis Association and 
distributed to the presidents and secretaries of 
the affiliated organizations, to the superintend- 
ents of state and county sanatoria and to other 
physicians and lay people interested in tuber- 
eulosis. Through the courtesy of the National 
Association we also were able to supply gratis to 
senior students at Harvard University Medical 
School, Tufts Medical College and Boston Uni- 
versity Medical School translations of Dr. 
Koch’s paper. 
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The present condition of the country has re- 
sulted in retrenchment on the part of municipal- 
ities in many departments including health ac- 
tivities. In such situations, some departments 
of public health will turn to private agencies for 
assistance not in terms of money but in terms 
of service and codperation. This appeal has not 
as yet come to many organizations but as the 
year goes on I am inclined to believe that it will. 
We should be prepared to respond to such ap- 
peals in the way that it will do most good. 

Last year in closing my report I stressed the 
advisability of our acting in conjunction with the 
duly constituted health authorities. The devel- 
opments of the past year have made this more 
important than ever. May I cite an example of 
what I mean by practical codperation. It is in 
connection with the work of the Massachusetts 
Society for Social Hygiene. 

That Society financed in part the reorganiza- 
tion of the Department of Health Venereal Dis- 
ease Clinic in Lowell. That Clinic has become 
one of the best in the country. Beginning with 
January, 1932, the Venereal Disease Clinic of 


the City of Fall River which has been under an- 
other Department for several years was trans- 


ferred to the jurisdiction of the Health Depart- 


ment for the purpose of improving the service to 
the people. The health officer of the city se- 
cured authorization for the appointment of a 
nurse-social worker and appointed a nurse who 
hitherto has not done this character of work. 
The Massachusetts Society for Social Hygiene is 
financing a five-months’ combination of study 
and learning by experience for this worker 
under the direction of the Clinie Nurse in Low- 
ell. It is expected that the result will be that 
the usefulness of the Fall River Clinic will be 
much enhaneed through this training. I com. 
mend this project to your thoughtful considera- 
tion. 

This report must not be brought to a close 


without my again expressing deep appreciation 
for the codperation which has been received 
throughout the year from all the affiliated or- 
ganizations and from the Executive Committee 
of the League and from our ever faithful staff. 


ANNUAL REPORT OF THE EDUCATIONAL SECRETARY* 


BY JEAN V. LATIMER, B.S.t 


EALTH Edueation as defined by the Ameri- 
can Public Health Association may be clas- 
sified under the following headings: 


1. Formal scientific instruction given to stu- 
dents who are preparing to enter the pub- 
lie health field professionally, and the 
training of those who are auxiliary aides 
in the public health campaign, such as 
school administrators, teachers, social 
workers, ete. 
Training of the children in the schools 
and elsewhere in health habits and the 
principles of hygiene and public health. 
3. Less formal activities directed to the edu- 
cation of the general adult population. 


The report of the Educational Secretary for 
the past year is under the following topics: 
development of health education courses in con- 
nection with Schools of Education and Public 
Health in local universities, and the awarding 
of scholarships to school administrators, teach- 
ers and school nurses; field service rendered 
affiliated organizations in developing health edu- 
cation programs; reports on the demonstrations 
in the high schools of Danvers and Lynn; sug- 
gestions as to how health education activities 
may in the future be more closely related to the 
control of tuberculosis in the state. 

This past year, among the outstanding health 
education projects of the League, has been the 
research seminar in health education in second- 
ary schools held in Springfield last fall by Pro- 

*April 28, 1932. 

+Latimer—Educational Secretary, Massachusetts Tuberculosis 


League. For record and address of author see “This Week’s 
Issue,’ page 198. 
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fessor Jesse B. Davis of Boston University 
School of Education. In connection with this 
course scholarships were awarded to the school 
administrators of Palmer, Springfield, Holyoke, 
Williamsburg and Greenfield. 

In addition, in order to contribute to the 
factual basis for health teaching in high schools, 
this spring the League sponsored a thirty-hour 
course in codperation with the Department of 
Biology and Public Health of the Massachusetts 
Institute of Technology. Teachers from Danvers, 
Beverly, Worcester, Lawrence, Cambridge, Bos- 
ton, Quiney, Lowell, Lynn, Rockland, Melrose, 
Salem and Leominster were awarded scholar- 
ships. 

The Edueational Secretary has also contin- 
ued to plan and to participate in the exten- 
sion health education courses organized in ¢o- 
Operation with the State Departments of Pub- 
lic Health and Education, and the Massachu- 
setts Society for Mental Hygiene. During the 
past year such series have been given in Shel- 
burne Falls, Turners Falls, Charlemont, South 
Deerfield, Ashfield, Adams, Attleboro, Bridge- 
water, Scituate and Plymouth. 

Our health lending library has continued its ae- 
tivities. Last fall, in order to meet a recognized 
need in the schools, we published and distributed 
a large quantity of classroom health and good 
citizenship charts. The mailing list of our bul- 
letin, ‘‘Teaching Health to Children’’, has been 
increased. In March the Educational Secretary 
spoke on ‘‘ How Health Education is Related to 
the Control of Tuberculosis’ at the training 
course for nurses conducted in Boston by the 
State Department of Public Health. Also, the 
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League supplied this group with tuberculosis 
literature. 

Special assistance has been rendered the new 
executive secretaries in Holyoke and Essex 
Counties, as well as the health education secre- 
tary in Cambridge. Also, detailed codperation 
has been given by the health education depart- 
ment of the League to the executive secretary 
of the Southern Worcester County Health As- 
sociation in earrying on an intensive survey of 
selected high schools. In this county a thousand 
high school students were given an objective 
health knowledge test which the League is now 
in the process of standardizing. In addition 
we have aided this association in developing 
plans for the demonstration x-raying of high 
school students now being conducted in North 
Brookfield, Whitinsville and Southbridge. 

Assistanee has been rendered the Lowell Tu- 
berculosis Council and the Northern Worcester 
Public Health Association in the making of a 
preliminary health information survey in the 
secondary schools of Lowell and Fitchburg. In 
addition, the prospective teachers now in the 
State Teachers Colleges at Salem, Fitchburg 


and Framingham, as well as the Sargent School 


of Physical Education of Boston University 
were surveyed. Miss Dinsmore, the assistant in 
the health education department, has rendered 
valuable service in compiling statistical reports 
which have been sent to the loeal school au- 
thorities. 

We have continued, this year, to conduct nu- 
trition classes for mothers of the children who 
have attended summer health camps, the plan 
of which was formulated by the League more 
than two years ago. In Plymouth County alone 
these classes have been held in five towns, name- 
ly: Abington, Brockton, Hingham, Scituate and 
Rockland. In addition, the League through the 
Hampden County Tuberculosis and Public 
Health Association awarded four scholarships 
to public health nurses, in order that they might 
secure more technical training on the impor- 
tant topic of nutrition. Emergency nutrition 
in a year of financial depression has been one 
-of our most urgent problems, and one which 
must continue to receive attention. Already in 
our large industrial cities, especially those 
which began to feel the beginning of the pres- 
ent depression five or more years ago, an in- 
creased number of reactors to the tuberculin 
test are being found. According to the state 
reports, there is much malnutrition especially in 
the kindergarten and first grades. 

The State follow-up on the White House Con- 
ference on Child Health and Protection has of- 
fered an opportunity for the strengthening of 
local health programs in various parts of Mass- 
achusetts. Several of our affiliated organizations 
have used their leadership for the bringing of 
these findings to the attention of their local com- 
munities. The Educational Secretary has served 
as a member of the Committees on Public Health 


Administration and the Health of the School 
Child, in connection with which she has spoken 
in various places in the state. Especially grati- 
fying is the closer codperation which has come 
about with the Massachusetts Parent-Teacher 
Association. The League conducted an exhibit 
this spring on ‘‘The Health of the High School 
Girl’’ at the Parents’ Institute held in Boston. 
Next fall we are planning to have the problem 
of the health of the adolescent girl called to the 
attention of parent-teacher associations through- 
out the State. 

In January, in codperation with the State 
Committee on the White House Conference, the 
Edueational Secretary planned for the Clinton- 
Laneaster Tuberculosis Association to sponsor 
three public evening lectures on the following 
topies: Public Health Administration; Health 
of the Pre-School Child; Health of the School 
Child. These lectures, together with the discus- 
sions and the questionnaire filled out, revealed 
the fact that no local program on the health of 
the pre-school child was being carried on. The 
League with the assistance of the Executive Seec- 
retary of the Northern Worcester Public Health 
Association, and the officers of the local tuber- 
culosis association undertook to arouse the com- 
munity to feel this need and to develop its re- 
sources for the establishment of facilities to meet 
the need of the younger child. As a result dur- 
ing the coming month a demonstration summer 
round-up of pre-school children in Clinton will 
be conducted under the direction of the State 
Division of Child Hygiene. This project is an 
example of how the White House Conference has 
been used as the impetus for uniting local health 
organizations in a codperative project. 

Since tuberculosis work is so closely associat- 
ed with other preventive health measures, the 
League has been vitally concerned with the re- 
port of the White House Conference Sub-Com- 
mittee on Health Protection for the Pre-school 
Child. Its survey findings have been ealled to 
the attention of several of our secretaries. The 
Lowell Tuberculosis Council, and the Hampden 
County Tuberculosis and Public Health Associa- 
tion have become especially active in arousing 
their communities along this line. 

That the tuberculosis death rate has fallen 
in recent years is possibly too well known to 
need special comment. However, in spite of this 
general decline, the rate is still high in adoles- 
cence and early maturity—the rate for females 
being nearly twice that of males. Realizing that 
the promotion of health education in the high 
schools would be one means of stimulating con- 
trol in reducing this high death rate among 
youth, the League more than three years ago 
formed an advisory committee on health prob- 
lems in the secondary schools, composed of repre- 
sentatives of the Harvard School of Public 
Health, the Department of Biology and Public 
Health, Massachusetts Institute of Technology, 
Simmons College and Boston University Depart- 
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ment of Secondary Education, and the State De- 
partments of Public Health and Education, to- 
gether with representative school administrators. 
One of its activities this past year has been that 
of making a survey of the present status of 
health teaching in the high schools of the State. 
This was done by a sub-committee with the Di- 
rector of the State Division of Child Hygiene as 
chairman, and the Educational Secretary of the 
League as secretary. The findings revealed the 
fact that as a whole, inadequate and irregular 
health teaching was now being carried on. The 
State Commissioner of Education, on having his 
attention called to these unsatisfactory condi- 
tions, has appointed a committee to formulate 
and publish an official report on the teaching 
of physiology and hygiene in the secondary 
schools. The new committee is made up in part 
of members of the League’s advisory group—the 
Edueational Secretary serving as active secre- 
tary of both committees. We are continuing 
to offer our facilities, including the services of 
the health education department, for the re- 
search involved in the development of the state 
curriculum. 

Later this afternoon at the special health ed- 
ucation section, you will hear more about the 
demonstrations we have been conducting. In 
the spring of 1929 the National Tuberculosis As- 
sociation offered the League the sum of a thou- 
sand dollars for a special project in developing 
health education in a high school. Because of 
the progressive leadership of the local school de- 
partment, Lynn was selected. With the codper- 
‘ation of the State Department of Public Health 
the study began in the fall, and since then it 
has been developed by the Educational Secretary 
of the League. Last September with some finan- 
cial assistance from the National Association, 
Miss Ellen Lytle was appointed as full-time 
health counsellor in the English High School 
for a year. The League is now working on a 
report of this demonstration, which we antici- 
pate publishing in the near future. 

Under the farsighted leadership of its presi- 
dent, the Essex County Health Association has 
employed a health education secretary for the 
past four years. Since the present need in the 
schools is for more intensive study rather than 
extensive promotion, the League suggested that 
her services be given for one school year to the 
Richmond Junior High School of Danvers. This 
appointment was approved last summer by the 
local executive committee and the school board 
of Danvers. Here Miss Kaufer, under the di- 
rection of the League, has developed a sug- 
gestive experimental health teaching for the first 
two years of the junior high school. In addi- 
tion, a training course for the regular teachers 
assigned to classroom instruction in health ed- 
ueation has been conducted. 

Annual meetings are times not only to enu- 
merate past achievements, but to analyze the 


stage we have reached. Because of the progress 
made in the control of tuberculosis, we are now 
at the crossroads —there are obstacles ahead, 
since the last miles of any race are the most 
difficult. Hence we must look to our future 
work not with aequiescent complacency, but with 
eritical intelligence. As we review the estab- 
lished methods of controlling tuberculosis, it is 
evident that health education has and will con- 
tinue to play a major part. The tuberculosis 
testing program, which is now sweeping the 
country, is of little permanent value unless 
health education precedes and follows. Case- 
finding among school children as carried out by 
the State Chadwick Clinics, as we know, has the 
education of parents as well as children as one 
of its foremost objectives. Fear, ignorance, pride 
and indifference are now keeping us from lo- 
cating many cases early enough. 


The summer health camps of our affiliated 
organizations where they emphasize proper diet, 
the right proportion of rest and activity and 
life out-of-doors are excellent means not only 
of building up the child’s general health re- 
sistance, but are opportunities for educating the 
child and the home. Possibly in this respect we 
are not making the most of our opportunities. 
Though mass and group education are impor- 
tant, they can never take the place of the in- 
dividual case approach, since conduct is mo- 
tivated more by personal contact and individual 
interest than by the giving of general informa- 
tion. Just what part the private health agency 
should play, and what part the official, it is 
difficult to say. This will vary with local con- 
ditions, but certainly our associations have a 
responsibility in seeing that actual follow-up 
exists. Each of our affiliated organizations 
should make a careful study of the local re- 
sourees and join hands with the official health 
agency in seeing that children who are potenti- 
ally tuberculous have special health guidance 
even up through adolescence. We cannot ig- 
nore the challenge of the necessity for bringing 
the private health agency into closer codpera- 
tive relationship with the official. Our duty is 
not to perpetuate ourselves or the plan of the 
existing order, but to contribute to its better- 
ment. The work ahead of us is constructive and 
positive. It is intensive rather than extensive. 
It cannot be effected by the indiscriminate lauda- 
tion of past achievements. With the splendid 
work of the State Department of Public Health, 
we certainly cannot do a poor job, and we must 
not be content with a mediocre one. To do this, 
guidance is going to be needed in formulating 
and directing each individual program not 
only as to how it may fit the local needs, 
but in order that each part may be integrated 
into the larger whole, namely, the future pro- 
gram for the control of tuberculosis—the con- 
certed effort which will ultimately yield more 
satisfactory results. 
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CASE RECORDS 
of the 
MASSACHUSETTS GENERAL 
HOSPITAL 


ANTE-MORTEM AND POST-MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep By RicHarp C. Casot, M.D. 
F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 18301 
HAS THIS CHILD MENINGITIS? 


CHILDREN’s MepicAL DEPARTMENT 


A four year old boy of American parentage 
was admitted through the Emergency Ward. 
The chief complaints were general malaise, 
vomiting and stiff neck of two days’ duration. 

The day before the onset he was perfectly 
well. In the afternoon, two days before admis- 
sion, he came in from play complaining of cold 
feet, generalized chilliness and fatigue. After 
warming himself-he lay down and an hour later 
seemed well and went out to play again. That 
evening he took little but orange juice. He 
slept restlessly. The following morning he re- 
fused to eat, vomited orange juice, wanted water 
and felt hot. A physician made a diagnosis of 
probable grippe. The child was kept in bed. 
The night before admission he became worse. 
The breathing became rapid and labored. That 
night he was sleepless and delirious, though he 
recognized relatives. The morning of admission 
the doctor found the neck stiff. 

In the Emergency Ward the child was ra- 


tional. He had no vomiting, convulsions or 
twitching. He took no food. The fever had 
continued. There was pain in the right axilla. 


The family history is not significant. 

The child was breast fed for sixteen months. 
He walked and talked at sixteen months. He 
had had German measles, whooping cough and 
at one year scarlet fever followed by running 
ears, Which however cleared up promptly. Every 
winter except the present one he had had croupy 
cough and frequent sore throats. 

The history was considered fairly reliable. It 
was given by the mother, who had not been 
living with the child and had seen him only the 
day of admission. 

Physical examination showed a well nourished 
but very sick looking child, restless and some- 
what irrational. The cheeks were flushed. The 
tonsils were reddened. There was dry rhinitis. 
The right ear drum was injected but not bulg- 
ing. There was slight enlargement of the cer- 
vical glands. There were shotty axillary and 
inguinal glands. The breath sounds were ac- 
centuated. The heart was normal. The abdo- 
men showed some muscle spasm. There was oc- 


casional twitching of the hands. The spine and 
neck were stiff. The head could not be flexed 
to the chest or moved about without great com- 
plaint. The pupils were normal. The ab- 
dominal and cremasterie reflexes were absent. 
Kernig was slightly positive on the right, ques- 
tionably positive on the left. Tache cérébrale 
was moderately positive. 

The specific gravity of the urine was 1.014 
to 1.018. There was a very slight trace of al- 
bumin at one of two examinations. The sedi- 
ment showed one or two red blood cells per field 
at one examination, one white cell per field at 
the other. Blood examination showed 38,000 to 
29,500 white cells, 95 to 86 per cent polynuclears, 
hemoglobin 90 per cent, reds 4,110,000. One 
smear was normal except for slight decrease in 
platelets; a second smear showed slight varia- 
tion in size and shape of the red blood eells. 
Blood Wassermanns on the child and on the 
aunt with whom he had been living were nega- 
tive. One stool examination showed gross blood 
and a very strongly positive guaiac. <A throat 
culture was negative for Klebs-Loeffler bacilli. 

The temperature was 100° to 105° with wide 
daily swinging and a terminal rise to 107.2°. 
The pulse was 108 to 165, with a terminal rise 
to 185. The respirations were 19 to 47. 


X-ray examination showed the diaphragm in 
the usual position, smooth in outline. The cos- 
tophrenic angles and lung fields were clear. The 
hilus shadows and larger lung markings were 
prominent on both sides. No areas of consolida- 
tion or infiltration were present in the lung 
fields. 


A lumbar puncture done the day of admis- 
sion in the third lumbar interspace gave 18 cubic 
centimeters of cloudy fluid with an initial pres- 
sure of 210. There were innumerable white 
blood cells, approximately over 30,000. One 
intracellular Gram-negative diplococcus was seen 
in each of many fields, also some peculiar bacil- 
lary forms in one stain. Pandy, ammonium sul- 
phate and alcohol tests were all strongly positive. 
The colloidal gold was 5555554533. There was no 
sugar. 15 eubie centimeters of antimeningococ- 
cus serum was given intraspinously. The fol- 
lowing day another lumbar puncture gave much 
less cloudy fluid which showed some slender 
Gram-negative bacilli, both intracellular and ex- 
tracellular, also some Gram-negative diplococci. 
On the second day two lumbar punctures were 
done, on the third two more, after this one daily. 

Serum treatment was continued. The child 
made some clinical improvement, became ra- 
tional and less flushed. The temperature came 
down from 104.8° to 101.4°. The cell count 
in the spinal fluid came down to 2,950. There 
was apparently no block. An ear consultant 
found acute infection of the tonsils but no evi- 
dence of infection in the middle ears or mas- 
toids. On the sixth day a slight serum rash 
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developed which increased in the next three 
days, then subsided. The spinal fluid became 
very much clearer, showed much increase in 
pressure and a drop in sugar and chlorides. On 
the sixteenth day the first cistern puncture was 
done. The fluid ran freely. The combined 
puncture showed much obstruction of the spinal 
eanal. Saline washing did not go through to 
the lumbar needle. The general condition was 
growing worse. Three days later on cistern 
puncture only six cubic centimeters of fluid was 
obtained. A lumbar puncture in the second 
space gave ten cubic centimeters more of green- 
ish cloudy fluid. After going back to bed the 
child went into convulsions lasting thirty-five 
minutes and quieted only by ether. It was 
planned to do a trephining if the condition war- 
ranted it. That’ night the child had no more 
generalized convulsions, but moved about a great 
deal and showed much stiffening of the extremi- 
ties. The lungs filled up with mucus. The fol- 
lowing morning, twenty days after admission, 
he died, apparently a respiratory death. 


CLINICAL Discussion 


BY MAURICE FREMONT-SMITH, M.D., RICHARD C. 
CABOT, M.D., AND GEORGE W. HOLMES, M.D. 


Dr. FREMONT-SMITH: Of course meningitis is 
suggested by the chief complaints. At the same 
time we remember that a child may have menin- 
gismus during the onset of any acute infection 
such as pneumonia or scarlet fever. That may 
be due to rise in intracranial pressure perhaps, 
- based on the same mechanism that explains ear- 
diac failure in acute infection, namely that in 
fever the kidneys shut down, the water intake 
remains up because the child is thirsty, and we 
get overfilling of the vascular bed with increase 
in the -venous pressure and therefore in eapil- 
lary and cerebrospinal fluid pressure. I sup- 
pose it is conceivable that we are dealing with a 
tumor low in the posterior fossa or a high cer- 
vical tumor, which ean give meningeal signs. Of 
course that condition is rare in children. It 
might be a tuberculoma. In all probability there 
is meningitis. 

Another possibility of course would be polio- 
myelitis with its accompanying mild meningitis. 

We should like to know if the ears are still 
running. That would be a very important find- 
ing when dealing with any intracerebral situa- 
tion. It would incline one to a possible diagnosis 
of abscess. 

I do not understand the term ‘‘dry rhinitis’’. 
I suppose he had difficulty in breathing through 
his nose. 

The fact that the breath sounds were accen- 
tuated does not mean much. They would be in 
any child who had fever and was overbreathing. 

“‘Tache cérébrale was moderately positive,’’ 
and that, except insofar as it means that the 


sympathetic nervous system is unusually un- 
stable, gives us no information. It does not, as 
used to be thought, mean meningitis. 

There is one point that is worth emphasizing 
before we go on. They speak of pain on moving 
the head in various directions. You do not get 
much pain on turning the head in meningitis. 
You do get pain on flexing the head on the chest 
and stretching the covering of the spinal cord. 
I remember one case in which we missed a diag- 
nosis of poliomyelitis because we did not realize 
that. The patient had rheumatic fever and we 
thought she had arthritis of the neck. We did 
not pay attention to the fact that moving the 
head from side to side was painless and that 
moving it forward was painful. That girl had 
rheumatic fever, but the neck was not involved 
by arthritis but by the meningeal irritation of 
poliomyelitis. If we have an arthritis all the 
motions that involve the joint are usually pain- 
ful. 

The urine shows nothing that we would not 
expect in fever. 

Those were probably normal red cells in the 
second smear. 

One always has to pay attention to a positive 
guaiae. On the other hand in this situation one 
would hold as long as one could to the belief 
that this blood is due to a secondary cause. For 
instance he has vomited a good deal. I do not 
know why otherwise he should have bled into the 
gastro-intestinal tract. Gross blood is rather 
rarely found in the stool. When it is it comes 
either from the anus, that is, from hemorrhoids, 
or from massive hemorrhage into the intestinal 
tract, from duodenal ulcer, which is not impos- 
sible but improbable at this age. I do not see 
why he should have gross blood. That does not 
fit into the picture with the temperature and the 
other signs. 

Why did they take a boy like that and make 
an x-ray examination? 

A Srupent: With the symptoms he might 
have had pneumonia. 

Dr. FreMoNT-SMITH: The x-ray showed that 
he had no more than any boy of four who was 
badly nourished and had a little bronchial gland 
tuberculosis might show. 

That cloudy fluid from the first lumbar pune- 
ture of course means meningitis. Of course they 
began to think of a serum at that moment. They 
should have had the serum ready to give before 
they began to do the lumbar puncture. 

An initial pressure of 210 is very high indeed 
for a child of that age. 

We have all the evidence necessary to make a 
diagnosis of infectious meningitis. The absence 
of meningococeus, even if one had not seen any, 
would not be against it, because very early in 
this disease we find no organisms. They got 
them on culture but not in the smear. Again, 
the absence of sugar means that an organism is 
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present using up the sugar. In luetic meningi- 
tis for instance, or a so-called aseptic meningitis 
—a term to which Dr. Cabot perhaps rightly ob- 
jects—we may have a cloudy fluid and plenty of 
white cells, but the sugar would not be used up. 

They do not say anything yet about giving 
the serum intravenously, in which way I should 
say it ought to be given, or about the possibility 
of giving it intrathecally. That would be more 
necessary if there were evidence of block. We 
have no statement here as to whether there is 
block or not. They probably would not have got 
18 cubic centimeters of fluid if there had been 
a block in the third ventricle. We also have to 
remember that antimeningococcus serum repre- 
sents a good many but not all of the types of 
meningococeus, and it is quite possible that this 
child had a meningococcus which did not cor- 
respond with the serum given, in which case the 
serum would be valueless. 


In respect to the organisms in that spinal 
fluid I cannot help you. I do not know whether 
the bacillus was a contamination. Certainly if 
we have Gram-positive and Gram-negative diplo- 
cocci we have evidence that he had meningitis. I 
do not know whether the meningococcus ever is 
Gram-negative ; is it? 

Dr. Casot: I did not know it. 

Dr. FreMoNtT-SmitTH: These organisms do all 
sorts of queer things sometimes! 

On the sixth day the spinal fluid became 
clearer, but all the other signs were unfavorable. 

The problem is whether if that first cistern 
puncture had been done earlier the outcome 
might not have been better. 

‘“‘The combined puncture showed much ob- 
struction of the spinal canal.’’ I think it is fair 
to say that after meningococcus meningitis has 
gone for a few days there will be block, whether 
or not we can demonstrate it through the needle. 
The exudate is of a type that very easily gives 
block. 

I think the whole problem then is whether or 
not one should not have got ahead of the situa- 
tion. If there is any question of meningitis I 
think it is well to be ahead of that situation 
rather than behind it; not that they necessarily 
had any evidence to make them-feel that they 
were not ahead of it, especially if the child 
showed improvement, as he may have done. 

’ Dr. Casot: How do you explain that colloi- 
dal gold? 

Dr. FreMont-SmitH: I do not know how to 
explain it. 

A SrupEent: How often do you see an influ- 
enzal meningitis? 

Dr. FremMontT-SmitH: We do see it, but not 
often. ° 

A Srupent: Why might this not be a pneu- 
mococcus meningitis ? 

Dr. FremMont-SmitH: I am under the impres- 
sion that pneumococcus meningitis is usually 


secondary to a pneumococcus otitis media. I do 
not see why it might not be a pneumococeus in- 
fection. . 

A Stupent: Is that colloidal gold curve char- 
acteristic ? 

Dr. Fremont-Smitu: It is the same type we 
get in a paretic and in multiple sclerosis. I do 
not think we can draw any conclusions from that 
except that we can get that type of curve with 
marked changes in the cerebrospinal fluid. 

A Strupent: How about the two organisms 
that they apparently got in the spinal fluid, a 
bacillus and a diplococeus? That would be an 
extremely rare thing, would it not, occurring in 
primary meningitis? 

Dr. Fremont-SmitH: On the argument that 
we have one cause for disease and not two? We 
conceivably could have two causes for such a 
thing. We could have a meningitis with two or- 
ganisms, but it would be extremely rare. I won- 
der whether that culture was consistently as 
given. I wonder whether in one flask he might 
have had contamination with bacillus. 

Dr. Cazot: After a number of taps you can 
get any number of organisms. 

A Strupent: On the first fluid they describe 
a ‘‘peculiar bacillary form’’; on the second they 
describe a ‘‘slender Gram-negative bacillus’’. 


Dr. Casot: I have seen every kind of organ- 
ism again and again. The first seems significant. 
Isn’t that your experience in the laboratory ? 

Dr. Joun I. BraptEy: That is not infre- 
quently the case. 

Dr. Fremont-SmitH: All I can say is that 
the child had meningitis, and I do not feel that 
there is any evidence to say this is not a men- 
ingococcus meningitis. 

Dr. Cazsotr: Are the x-rays of interest in this 
case ? 

Dr.*Hotmes: Yes. In these cases the usual 
question that the roentgenologist is supposed to 
answer is whether or not there is evidence of 
miliary tuberculosis. Films taken of the chest 
ought to show that. These are ‘fairly good films, 
taken without motion and of good quality. I see 
no evidence that there is miliary tuberculosis. I 
do not see even a primary tubercle or an en- 
larged peritracheal gland or anything suggest- 
ing tuberculosis. 


Dr. Casot: Is that film taken with a portable 
apparatus? 


Dr. Houmes: I think not. Small children can 
usually be taken down to the x-ray room even 
when they are quite sick. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Influenzal meningitis. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSES 


Meningitis, probably meningococcus. 
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ANATOMIC DIAGNOSES 
1. Primary disease. 


(Influenzal meningitis. ) 
Purulent meningitis, streptococcus hemolyti- 
cus. 


2. Secondary or terminal lesions. 


Otitis media, right. 

Suppurative mastoiditis, right. 

Atelectasis of the lung, partial, right upper 
lobe. 

Edema of the lungs. 


3. Historical landmarks. 
Atheromatosis, very slight, aortic. 


PatHotocic DiscussIon 


Dr. BrapLey: The gross pathologie anatomy 
here contributes primarily the confirmation of 
the diagnosis of meningitis. I shall have to 
correct myself. There was an acute otitis media 
on the right and there was purulent fluid in the 
right mastoid. The most interesting part of 
our examination however was the bacteriologic 
study. It carries a practical point as regards 
treatment. Those bacillary forms were of real 
significance. The cultures in life were pure cul- 
tures of B. influenzae. The autopsy cultures 
from both the heart’s blood and the brain gave 
both streptococcus and staphylococcus. The in- 
fluenza bacillus was not recovered. Presumably 
it was overgrown. 

Although there may be a good deal of dif- 
ference of opinion as to the etiological im- 
portance of the influenza bacillus in relation to 
epidemic influenza, it is nevertheless a fact that 
it does cause definitely a number of pathologic 
conditions of which meningitis is probably the 
most important. It is only recently that the 
condition has come to be recognized by the 
clinician. The organisms are small; they are 
Gram-negative. They may resemble the men- 
ingococeus very closely. There is however a 
great tendency for the organism in the cerebro- 
spinal fluid to assume long bacillary forms, to 
be longer and more like a bacillus than when 
they are recovered from a bronchial exudate. 
In this case the true nature of the organism 
was suspected by the resident, Dr. Maroney, 
and treatment was undertaken with the serum 
that Dr. White and Dr. Fothergill have devel- 
oped. Without treatment the outcome is in- 
evitably fatal. There have been two cured cases 
following treatment with the serum, one at the 
Children’s Hospital here and one at the Johns 
Hopkins Hospital. The use of serum in the 
treatment is of very great importance. There 
have been only two cures reported. The ma- 
jority of cases show the course reported here, 
temporary improvement and improvement in 
the cerebrospinal fluid findings, particularly as 


regards the presence of organisms; then a fail- 


ure to improve and a fairly rapid downhill 
termination. It is felt that failure of treatment 
is very likely to be attributed to failure of the 
serum to reach the organisms in all the infected 
area. Inasmuch as without adequate treatment 
the course is inevitably fatal it is felt that more 
radical treatment is indicated than in men- 
ingococcus meningitis, where a spontaneous 
termination may occur. The point is worth 
keeping in mind that a Gram-negative organism 
in the spinal fluid in a case of meningitis may 
eall for serum different in type from the anti- 
meningococcie serum. 

Dr. Casort: Was there nothing in the lungs? 

Dr. BrapLey: The lungs were negative except 
for atelectasis. The autopsy was otherwise neg- 
ative. 


ADDITIONAL Notes FROM STAFF 
CONFERENCE 


FurtHErR History 


Dr. Joun W. Maroney*: A tentative diag- 
nosis of bacillus influenza meningitis was con- 
firmed by culture. Dr. LeR. D. Fothergill saw 
the patient and recommended treatments with 
anti-influenza serum combined with human se- 
rum. Lumbar puncture with drainage and in- 
troduction of serum was done twice daily on 
March 10 and 11, and once daily from Mareh 
12 to 25. The average dosage of serum given 
was a mixture of 15 eubie centimeters of anti- 
influenza serum and 6 eubie centimeters of hu- 
man serum. No organisms were found in the 
direct smear of the spinal fluid following the 
first introduction of the anti-influenza serum. 
Cultures of the fluid were positive daily until 
Mareh 13 and again on Mareh 15 and March 
20. During the first week the cell count of 
the fluid dropped from 30,000 to about 1,000. 
Clinically the patient was much improved; the 
temperature was lower, the stiffness of the neck 
and back less marked, and the patient was 
orientated and able to eat. On the sixth day 
he developed a serum reaction. The tempera- 
ture rose to 105°. The urticaria subsided after 
two days. 

From the twelfth to the fifteenth days the 
patient became clinically worse. There was 
marked variation from day to day in the ease 
with which the spinal fluid could be obtained. 
Because of the difficulty in withdrawing fluid 
by lumbar puncture, on the sixteenth day a cis- 
tern puncture was done and a free flow of fluid 
obtained. Serum was introduced. On the fol- 
lowing day fluid was obtained freely from the 
cistern, with only a few drops by the lumbar 
route. Serum was given by the cistern on the 
seventeenth, eighteenth and nineteenth days. 

The temperature at the time of death was 
107.4°. 


*Resident on the Children’s Medical service. 
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FurtTHer Discussion 


Dr. Harotp L. Hiacrns: The white blood 
count in this case was 38,000. This was an in- 
fection pretty clearly caused by the influenza 
bacillus, yet it does not show the leukopenia 
often seen in epidemic influenza. Naturally it 
raises the question whether epidemic influenza 
is caused by the influenza bacillus. The onset 
of the disease was somewhat suggestive of 
grippe. Whether it was an influenzal infection 
from which he developed an influenzal men- 
ingitis is a question which might be raised and 
one which it is practically impossible to answer. 

In the treatment, as soon as cloudy fluid was 
obtained we gave antimeningococeus serum as a 
precautionary measure before we actually made 
a diagnosis as to the type of organism present, 
so that if it was meningocoecus meningitis we 
had got that much ahead in the treatment and 
if it was not meningococeus meningitis we had 
done no harm. When it was definitely decided 
that it was influenzal meningitis we asked Dr. 
Fothergill of the Children’s Hospital to see 
the patient. He recommended the use of the 
anti-influenza serum which he has been devel- 
oping with the aid of Dr. Benjamin White at 
the State Laboratory. When using the in- 
fluenza serum he combines it with human se- 
rum. He found that in some eases in the Chil- 
dren’s Hospital he got much better results when 
human serum was given too. Apparently one 
needs a complement in addition to the anti-in- 
fluenza serum to accomplish results. 

The outcome of the case was about the usual 
outcome one sees in influenzal meningitis. The 
eases frequently have a rather prolonged course. 
They have periods when they seem to get bet- 
ter, the spinal fluid begins to clear up and one is 
very hopeful. Then when one thinks improve- 
ment is underway the organisms come back and 
the spinal fluid gets more cloudy. Toward the 
end, in the last week of the disease, there were 
indications pointing to a total block somewhere 
in the subarachnoid space preventing the free 
flow of fluid from the lumbar puncture. 


Dr. Tracy B. Matitory: The autopsy in this 
case showed only one other thing of importance 
besides diffuse meningitis. There was a final cis- 
tern puncture which I think was not given to 
you in the history. In this last puncture strep- 
* toecocei were found in the fluid, which no longer 
contained any influenza bacilli, and at autopsy 
we found an acute middle ear. So I think in 
all probability this case developed a secondary 
streptococcus meningitis after a week of pure 
influenzal meningitis. I do not think there is 
any doubt as to the correctness of the original 
diagnosis of influenzal meningitis, as we found 
the organisms in the smear, grew them in cul- 
ture and even got a positive blood culture. 


This is distinctly a commoner type of menin- 
gitis than I think is generally recognized, par- 
ticularly in children. It may of course occur 
in adults. One very frequently misses the diag- 
nosis because the organisms as seen in the spinal 
fluid, though characteristic to the trained eye, 
are very easily missed by the untrained. They 
may be quite small Gram-negative organisms 
almost exactly the same size as meningococci. 
Most often however the strains of influenza 
bacilli which one recovers from the central nerv- 
ous system look quite different from the usual 
influenza bacilli one finds in the sputum. In- 


stead of being very minute coccoid organisms - 


one almost always finds extremely long slender 
forms somewhat like the occasional long slender 
forms of the typhoid bacillus. One should al- 
ways look for forms of that sort and if they 
are found the possibility that we are dealing 
with influenzal meningitis is very good, and of 
course can be readily confirmed by culture. 


The serum which has been developed to treat 
the disease shows some promise. We are deal- 
ing here just as we are with epidemic cerebro- 
spinal meningitis with an antibacterial serum in 
all probability, rather than an antitoxie serum, 
and in order for that to have an effect it must 
come intimately into contact with the organisms. 
What usually prevents that happening is the oe- 
currence of block in the cerebrospinal tract in 
the subarachnoid space. From the therapeutic 
point of view I think there is a great deal to be 
said for early intensive treatment, perhaps even 
for ventricular puncture at the start and irriga- 
tion of the entire canal from end to end. Most 
of the eases which have done well have had that 
treatment and, since the outcome is inevitably 
fatal without treatment, I see no reason for not 
pushing the treatment as vigorously as possible 
as soon as we have made a positive diagnosis. 

Dr. Cuartes 8. Kusrk: The subarachnoid 
space contained a large amount of thick exudate, 
particularly at the base, less over the convex sur- 
faces, where it is inclined to have a rather 
patchy distribution. The right middle ear con- 
tained a fair quantity of thin yellowish exudate. 
In the right mastoid there was an abscess about 
half a centimeter in diameter filled with very 
thick pus. All of the venous sinuses were nega- 
tive. There was pus in the right internal acoustic 
meatus. That probably is the way by which the 
infection got to the meninges. 

There is another interesting finding. In some 
sections of the cortex the ganglion cells are very 
pale, with darkly stained shrunken nuclei, the 
type of cell one finds associated with ischemia, 
so-called anemic infarets. It is possible that this 
finding has some connection with the convulsive 
seizure. 
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CASE 18302 


MULTIPLE INFECTIONS FOLLOWING A 
MINOR INJURY TO THE ANKLE 


CHILDREN’S MrpIcAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Ricwarp B. Capps*: A five year old white 
American boy entered the Emergency Ward on 
July 10 complaining of abdominal pain. 


On July 6 he developed a fever of 104° with 
loss of appetite and malaise. A physician found 
tenderness in the right lower quadrant and ap- 
plied an ice bag. There was no nausea or vom- 
iting. On July 8 the child had a shaking chill. 
There were no urinary symptoms. His bowels 
moved with daily enemas. The physician thought 
the child had appendicitis, and as the tempera- 
ture and symptoms continued, sent him to the 
hospital. There had been no recent cough or 
cold. 


On July 4 the child thought he hurt his left 
ankle on his bieyele. The following day the 
ankle was slightly tender. On July 7 the ankle 
began to pain and the doctor strapped it. 
next day it appeared inflamed, red, swollen and 
hot. These signs increased in the next two days. 


Previous to the present illness the child had 
been perfectly well. The past history and fam- 
ily history are irrelevant. No one was ill at 
home and there was no history of exposure to 
contagious disease. 

Physical examination showed an apathetic lit- 
tle boy erying bitterly on attempts to examine 
his left leg. The positive findings were a loud 
systolic murmur at the apex of the heart and 
marked tenderness and swelling of the left ankle. 
There was no lymphangitis. There was no limi- 
tation of motion or pain on motion. There was, 
however, pain on tapping the bone above the 
ankle. The left femoral and inguinal nodes were 
enlarged. The abdomen was soft and not ten- 
der. 

The temperature was 101.5°, the pulse 105. 
The respirations were 24. 

The white blood cell count was 28.700. 

On the day of admission an operation was 
done. From this point the patient began to fail 
steadily, the temperature being about 104°, the 
pulse 140 and the respirations 35. The day 
after admission the neck was first noticed to be 
stiff. A lumbar puncture gave a clear fluid 
showing 250 cells, 80 per cent polynuclears and 
20 per cent lymphocytes. The pressure of the 
fluid was not obtained but seemed normal. The 
sugar was normal. No organisms were seen in 
the smear. The total protein was 76, the col- 
loidal gold 0011121000. The third day after ad- 
mission a precordial friction rub was heard. 
Swelling of the right hand appeared. Petechiae 


*Recently interne on the Children’s Medical service. 


The 


were seen on the sole of the right foot. The left 
pupil was dilated and fixed. The left disk was 
normal. That evening a right strabismus was 
noted. The next morning, four days after ad- 
mission, the child died. 


CLINICAL DiIscussION 


Dr. Capps: The operation was incision and 
drainage of the left tibia. Considerable pus was 
evacuated. The diagnosis of extensive osteomyel- 
itis of the left tibia was substantiated. The cul- 
ture of the pus showed staphylococcus aureus. 
Culture from the spinal fluid and a blood cul- 
ture showed staphylococcus aureus. 


Dr. Rozert R. Linton: This case represents 
the clinical course of an overwhelming infec- 
tion from the staphylococcus. The staphylococcus 
aureus is the most common infecting organism 
in osteomyelitis. The symptoms this boy pre- 
sented at first were fairly typical I think. The 
fact that he hurt his ankle on his bicycle is 
probably significant, because osteomyelitis often 
follows trauma to a bone. As a result of the 
trauma the organism, which is probably float- 
ing in the blood stream, localizes at that point to 
produce osteomyelitis. 


In this case the infection was a very fulminat- 
ing one. Pus spurted out when the periosteum 
was cut through. A large subperiosteal abscess 
was found which ran from the greater tuberos- 
ity of the tibia down to the ankle. Incision and 
drainage of the tibia was done to give vent to 
the pus, which was under extreme tension. Until 
the bone is drained there is a focus for more 
septic emboli and the picking up of bacteria by 
the blood stream. 


The course was very rapid and fulminating. I 
think it was undoubtedly a very marked bac- 
teremia with the organism localized in the bone, 
the pericardium and the central nervous system. 


The clinical diagnosis was osteomyelitis, prob- 
able brain abscess and meningitis, with a termi- 
nal pericarditis. 


Dr. Harotp L. Hicerns: In this spinal fluid 
the sugar was normal; therefore it is unlikely 
that there were many staphylococci in the spinal 
fluid at that time. The 250 cells suggest some 
sympathetic irritation of the meninges due to 
an abscess near, but not yet actual suppuration 
of the meninges. The culture was said to be posi- 
tive. Since also the neurological signs increased, 
he doubtless had a meningitis. Yet the fluid 
was not under such pressure as one would ex- 
pect if there were a beginning meningitis. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Acute osteomyelitis of the left tibia. 
Septicemia. 

Pericarditis. 

Brain abscess. 

Osteomyelitis of the right third metacarpal. 
Meningitis. 
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ANATOMIC DIAGNOSES 


Osteomyelitis of the left tibia. 

Septicemia, staphylococcus aureus. 

Acute pericarditis, endocarditis and myocar- 
ditis. 

Multiple abscesses in the lungs, liver, spleen, 
pancreas and kidney. 

Subcutaneous abscess in the left chest. 

Possibly osteomyelitis of the right metacarpal. 


Patnouiocic Discussion 


Dr. Joun I. BrapLey: The periosteum of the 
left tibia was found largely stripped away from 
the entire shaft of the bone and the space be- 
tween the periosteum and the bone was occu- 
pied by pus. The drill hole in the proximal 
portion of the bone was clean and there was no 
pus draining from it. Pus was present in the 
drill hole in the distal portion of the bone. 
On splitting the tibia no gross destruction of 
bone could be seen. There were extensive le- 
sions elsewhere in the body. The pericardium 
was thickened and covered by a thick fibrinous 
exudate and 75 cubic centimeters of purulent 
fluid. On the mitral valve there was a small 
yellowish-gray vegetation extending down on to 
a papillary muscle,—an early bacterial endo- 
carditis. The lung surfaces were covered with 
numerous shall firm reddish nodules two to four 
millimeters in diameter which on section had a 
reddish periphery. Most of them showed a yel- 
lowish center with definite pus in the centers of 


some of the lesions. The liver showed a num- 
ber of superficial reddish and yellowish areas, 
apparently of the same nature as the lesions 
in the lung. The surface of the spleen was 
covered with numerous small yellowish areas 
suggestive of beginning abscesses. The kidneys 
showed one fair sized and numerous small le- 
sions with the characteristics of septic infarets. 

Bacteriologic examination showed staphylocoe- 
cus aureus in the pericardium and the heart’s 
blood. 

Dr. Hiaerns: 

Dr. BrADLEY: 
the pericarditis, endocarditis and the scattered 
small abscesses in the lungs, the liver and the 
kidneys were quite recent and could very well 
be secondary to the osteomyelitis. 

Dr. Hiccins: This x-ray shows practically 
nothing in the lungs and a normal sized heart 
—at least it does not seem to be increased from 
any pericarditis. 

Dr. Braptey: There was a relatively small 
amount of fluid, only 75 eubie centimeters. 

A Pnuiysician: Was there any meningitis to 
account for those eye symptoms that were men- 
tioned—the fixed pupil and the strabismus? 

Dr. BrapLtey: The head was not examined. 
The spinal cord in the sacral region was ex- 
amined. There was no evidence of meningitis 
there. 

Dr. Hiceins: The history suggests that he 
developed neuritis of the nerves to the muscles 
of the eyes. 


Primary where? 


I think the visceral lesions, . 
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DR. HARVEY CUSHING AND 
MASSACHUSETTS 


Lire brings to communities as well as in- 
dividuals, poignant regrets at changes which 
time imposes. The people of Massachusetts are 
now generally realizing that one revered and 
honored citizen may, by force of cireumstances, 
take up his abode elsewhere if the published in- 
timations have any basis in fact. These words 
are applicable by reason of the possibility of 
the loss of the commanding influence of Dr. 
Harvey Cushing to this Commonwealth because 
of the accepted custom of compulsory retirement 
in hospital service. 

It will make little difference to Dr. Cushing 
as to the selection of his environment for the 
world will come to him wherever he.may be, but 
the loss to this section of the country cannot 
be measured in words. 

From the early history of this country, Massa- 
chusetts has been blessed with leaders in Medi- 


cine whose teaching has had influence through- 
out the world. Now one, and again another, 
in the procession has represented this State 
from time to time and so long as medicine re- 
mains an uncompleted science there will be op- 
portunities for leadership in future advanee- 
ment in Boston. 

Those worthy to wear the mantle of our illus- 
trious Cushing are, we trust, in the making and 
will keep Boston and New England in the fore- 
front of scientific medicine. 

It may be that, nurtured on Massachusetts 
soil for these few years, Dr. Cushing will not 
respond to the many cordial invitations to ally 
himself with other groups and, if so, he will 
have the gratitude of our citizens. 


FURTHER DISCUSSION OF ALCOHOL AS 
A STERILIZING AGENT 


In amplification of the editorial on the ‘‘Fal- 
lacy of Considering Alcohol An Efficient Steril- 
izing Medium”’ in the issue of July 7 and with 
reference to Dr. Viets’ letter on page 201 of 
this issue, the following statements seem to be 
pertinent : 

It is acknowledged that ‘‘the vast majority 
of surgeons, in their minor surgical work, have 
depended upon alcohol to sterilize instruments. ’’ 
Furthermore, it is granted that very few infee- 
tions can be attributed to such a procedure. The 
fact remains, however, that, in general, alcohol 
treatment does not result in sterilization. The 
absence of infection is no indication of complete 
sterilization ; it is merely evidence that the body 
is able to dispose of the introduced bacteria 
without any untoward symptoms. Practically 
speaking, alcohol can probably be used as a 
sterilizing medium for many purposes with a 
relatively high degree of safety; but, it has 
definite limitations, which should be appreciated. 
Aleohol certainly should not be depended upon 
in any method involving the aspiration of blood 
or other body fluids for bacteriologic study. 
Even boiling for several minutes will not destroy 
bacterial spores, and the only trustworthy meth- 
od of sterilizing instruments for blood cultures is 
in the autoclave or hot-air sterilizer. The writer 
has never felt that aleohol should be used in in- 
travenous, subcutaneous and _ intracutaneous 
therapy for the sterilization of syringes and nee- 
dles, as the chance of infection, however slight 
it may be, is sufficient to warrant the use of 
instruments that are known to be sterile. 

Further evidence regarding the inefficiency of 
aleohol as a sterilizing medium is given in the 
following references. Kolle, Kraus and Uhlen- 
huth, Handbuch der pathogenen Mikroorganis- 
men, Dritte Aufl., Jena, Gustav Fischer, 1931, 
Bd. iii, S. 930—‘‘Sehr verbreitet ist auch, be- 
sonders fiir Injektionsspritzen und Nadeln, die 
Alkoholanwendung, deren Mangelhaftigkeit fiir 
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diesen Zweck in letzter Zeit mehrfach betont 
oder zugegeben wird (Kirschner [1924], Briin- 
ing [1926], Schumburg [1926]) ...’’ (The use 
of aleohol is widespread, particularly for sy- 
ringes and needles used for injection, although 
its ineffectiveness for this purpose [sterilization ] 
has been emphasized or admitted many times re- 
cently). Zinsser, A Textbook of Bacteriology, 
6th Ed., New York, D. Appleton and Co., 1928, 
page 77—‘‘ The alcohols are but indifferent disin- 
fectants. Koch in 1881 found that anthrax 
spores remained alive for as long as four months 
when immersed in absolute and in 50 per cent 
ethyl aleohol. On the other hand, while absolute 
aleohol possesses practically no germicidal pow- 
ers, . . . dilute aleohol in a concentration of 
about 50 per cent is distinctly germicidal, des- 
troying the vegetative forms of bacteria in from 
ten to fifteen minutes or less.’’ Other authori- 
ties might be quoted, but such repetition hardly 
seems necessary. 

Alcohol can not be relied upon as a disinfect- 
ant. This fact should be appreciated more fully 
by the medical profession and on this account 
the original editorial was written. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors : 


Herrron, Ropertck. M.D. Harvard Univer- 
sity Medical School 1928. Field Director, Pneu- 
monia Study and Service, State Department 
of Public Health, Boston. His subject is ‘‘A 
Study of Lobar Pneumonia in Massachusetts.’’ 
Page 153. Address: Room 511 H State House, 
Boston. 


Sito, C. Morton. M.D. Harvard Univer- 
sity Medical School 1894. Clinical Professor of 
Syphilology, Harvard University Medical 
School Emeritus. Consultant, Massachusetts 
General Hospital and Newton Hospital. His 
subject is ‘‘Twenty Years of Syphilis Under 
Salvarsan.’’ Page 159. Address: 437 Marl- 
borough Street, Boston. 


Wess, Soma. A.B., M.D. Cornell University 
Medical College 1923. Associate Professor of 
Medicine, Harvard University Medical School. 
Director of the Second and Fourth Medical 


. Services (Harvard) of the Boston City Hospi- 


tal. His subject is ‘‘The Interpretations of Syn- 
dromes Associated with Arterial Hypertension.’’ 
Page 165. Address: Thorndike Memorial Lab- 
oratory, Boston City Hospital, Boston. 


Levine, SamueL A. A.B., M.D. Harvard 
University Medical School 1914. F.A.C.P. As- 
sistant Professor of Medicine, Harvard Medical 
School. Senior Associate in Medicine, Peter 


Bent Brigham Hospital, and Visiting Physician, 


Beth Israel Hospital. His subject is ‘‘ Factors 
Concerning Prognosis in Heart Disease.’’ Page 


173. Address: 270 Commonwealth Avenue, 
Boston. 


Mutter, Linpw. A.B., M.D. College 
of Physicians and Surgeons, Columbia Univer. 
sity 1921. Interne, Presbyterian Hospital, New 
York City 1921-1923. Assistant Physician, 
Thorndike Memorial Laboratory, Boston City 
Hospital 1923-1932. Consulting Hematologist, 
New England Hospital for Women and Chil- 
dren 1927-. Her subject is ‘‘The Maternity 
Problem.’’ Page 179. Address: The Thorn- 
dike Memorial Laboratory, Boston City Hospi- 
tal, Boston. 


Lorp, Freperick T. A.B., M.D. Harvard 


University Medical School 1900. Clinical Pro- 
fessor of Medicine, Harvard University Medi- 
eal Sehool. President, American Association 
for Thoracie Surgery, and Massachusetts Tuber- 
culosis League. Visiting Physician, Massachu- 
setts General Hospital. His subject is ‘‘The 
Prevention and Control of Tuberculosis in the 


Commonwealth of Massachusetts.’’ Page 182. ° 


Address: 305 Beacon Street, Boston. 


KIERNAN, Frank. A.B. Executive Secretary, 
Massachusetts Tuberculosis League. His sub- 
ject is ‘‘Annual Report of the Executive Seere- 
tary.’’ Page 184. Address: 1148 Little Build- 
ing, Boston. 


LATIMER, JEAN V. A.B., M.A. Educational 
Secretary, Massachusetts Tuberculosis League. 
Her subject is ‘‘Annual Report of the Educa- 
tional Seeretary.’’ Page 187. Address: 1149 
Little Building, Boston. 


MISCELLANY 
MORTALITY RATES 


Telegraphic returns from 85 cities with a total 
population of thirty-seven million for the week end- 
ing July 9, indicate a mortality rate of 9.7, as 
against a rate of 10.8 for the corresponding week 
of last year. The highest rate (20.0) appears for 
Memphis, Tenn., and the lowest (5.1) for Yonkers, 
N. Y. The highest infant mortality rate (16.3) ap- 
pears for Memphis, Tenn., and the lowest for 
Duluth, Minn., Evansville, Ind., Lowell, Mass., 
Schenectady, N. Y., Spokane, Wash., Tacoma, 
Wash., Tampa, Fla., and Yonkers, N. Y., which re- 
ported no infant mortality. 

The annual rate for 85 cities is 11.9 for the 
twenty-seven weeks of 1932, as against a rate of 
12.8 for the corresponding period of the previous 
year. 


A NEW APPOINTMENT FOR DR. OSCAR M. 
SCHLOSS 


Dr. Oscar M. Schloss, Professor of Pediatrics of 
Cornell University Medical College and Director of 
the Pediatric Service at the Nursery and Child’s 
Hospital, who was formerly Professor of Pediatrics 
in Boston at the Harvard University Medical School, 
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Director of the Infants’ Hospital and Chief of the 
Pediatric Service of the Children’s Hospital, has been 
appointed Pediatrician-in-Chief of the New York 
Hospital. 

Dr. Schloss is to head the Children’s Hospital at 
the new medical centre between Sixty-eighth and 
Seventy-first Streets on the East River, New York 
City, which will open September 1. 

He is to give full-time service to the work of the 
Children’s Hospital which will be conducted in 
association with the Cornell University Medical 
College. He has resigned his post at the Nursery 
and Child’s Hospital, effective September 1. 


AN INVITATION TO DR. RICHARD P. STRONG 
AND DR. A. W. SELLARDS 

Dr. Richard P. Strong and Dr. A. W. Sellards of 
the Department of Tropical Medicine, Harvard 
University Medical School, have been invited to 
take part in the Centenary Meeting of the British 
Medical Association, to be held in London, July 
26-29, 1932. 


POLIOMYELITIS SERVICE FOR 1932 
MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH 


During the coming summer the Harvard Infantile 
Paralysis Commission will not be able to continue 


the diagnostic and serum service which it has offered’ 


to physicians in past years. To the best of its ability 
the Department of Public Health will attempt to 
offer a similar service to supplement local facilities. 
In order to avoid unnecessary delays and to utilize 
to the fullest extent the many excellent local facili- 
ties, small supplies of convalescent serum have been 
placed in certain hospitals in the State. Although 
these are intended primarily for treatment of hos- 
pital cases, individual doses may be procured by 
physicians known to the hospital upon signing the 
following statement: 
“I hereby certify that I have performed 
a lumbar puncture upon and that 
examination of the spinal fluid shows a cell 
count of . Examination of the 
patient shows no paralysis or weakness of 
any muscle or muscle group. In my opinion 
the diagnosis in this case is preparalytic 
poliomyelitis. 


M.D. 

Following is a list of the hospitals in which doses 
of serum are at present available. In some instances 
special local arrangements may be made for diagnos- 
tic service. 

All inquiries regarding local facilities as well as 
requests for diagnostic service offered by the State 
may be made by calling Kenmore 8100, where twenty- 
four hour telephone service is available. During 
office hours requests may also be made directly to 
the Department. The District Health Officers are 
fully prepared to answer questions which may arise 
in connection with this service. 


HospPITALS AND OTHER AGENCIES PARTICIPATING IN 
DISTRIBUTION AND USE OF POLIOMYELITIS 
CONVALESCENT SERUM—1932 


City or Town 
Attleboro 
Brockton 
Fall River 
Nantucket 
New Bedford 
Oak Bluffs 
Plymouth 
Taunton 
Pocasset 


Boston 


Cambridge 
Framingham 
Malden 
Newton 
Waltham 


Beverly 
Gloucester 
Haverhill 
Lawrence 
Lowell 

Lynn 
Newburyport 
Salem 


Fitchburg 
Gardner 
Worcester 
Ayer 


Holyoke 


“ec 


Northampton 
Springfield 


Ware 


Greenfield 
North Adams 
Pittsfield 


Gt. Barrington South Berkshire Health District 


*Complete arrangements pending. 
+For diagnosis and treatment in Out-Patient only. 


District No. 1 


Hospital 
Sturdy Memorial . 
Brockton Hospital 
Fall River General 
Nantucket Cottage Hospital 
St. Luke’s Hospital 
Martha’s Vineyard Hospital 
Jordan Hospital 
Morton Hospital : 
Barnstable County Sanatorium 


District No. 2 


Boston City Hospital, South Dept. 
Boston Dispensary (Out-Patient only) 
*Floating Hospital 

Carney Hospital 

Children’s Hospital 

Mass. Memorial (Haynes Memorial) ~ 
Mass. General Hospital 
Cambridge Hospital 
Framingham Hospital 

Malden Contagious 

Newton Hospital 

Waltham Hospital 


District No. 3 


Beverly Hospital 
Addison Gilbert 
Haverhill Contagious 
Lawrence General 
Lowell Isolation 2 
Lynn Hospital - 
Anna Jacques 

Salem Isolation 


District No. 4 


Burbank Hospital . 
Henry Heywood Memorial Hospital 
City Hospital 

Nashoba Associated Boards of Health 


District No. 5 


Providence Hospital 
Carpenter Isolation 
Holyoke Hospital 
~(Skinner Clinic) 
Cooley Dickinson 
Mercy Hospital 
Springfield Hospital 
Springfield Isolation 
Mary Lane Hospital 


District No. 6 


Franklin County Isolation 
North Adams Hospital 
House of Mercy 
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NOMINATIONS BY HIS EXCELLENCY, 
GOVERNOR ELY 


The name of Dr. M. James Shaughnessey of Fram- 
ingham has been presented to the Council by the 
Governor for Medical Examiner of the 8th Middlesex 
District in place of Dr. James Glass. 

Dr. Michael F. Burke of Natick has been nomi- 
nated to the post of Associate Medical Examiner 
of the 8th Middlesex District. 

Both of these physicians are members of the 
Massachusetts Medical Society, 


FURTHER INFORMATION ABOUT THE 
PLETHORA OF NURSES 


It is estimated that in the ten years from 1920- 
1930, although the population of the United States 
has increased only 16 per cent, that the number of 
graduate nurses has increased 97 per cent. 

The United States Census gives a total for 1930 
of 894,268 trained nurses. Dr. May Ayres Burgess, 
who has paid especial attention to the problems 
connected with the education of nurses, is contend- 
ing that there must be more elimination of hospital 
training schools for nurses or otherwise the supply 
will continue to exceed the demand to a very great 
extent. 

In order to overcome the economic disability of 
present-day nurses, she outlines four tasks for the 
nurses in securing a working partnership with the 
public. They are as follows: 

(1) To give full publicity to the facts about 
the overproduction of nurses and the necessity for 
choosing new students with the utmost care. 

(2) To obtain close personal contact with 1n- 
fluential citizens, so that those who shape public 
opinion may become interested and informed con- 
cerning nursing problems. 

(3) To be on the alert through local nursing 
organizations to work with the public on the side 
of desirable public health movements, so that com- 


organizations for codperation. 

(4) To wage an effective campaign against any 
attempt to continue or increase the overproduction 
of nurses in that community. 


DIPHTHERIA IN NEW YORK CITY 


Although the number of cases of diphtheria is 
less than usual at this time of the year, there were 
five deaths reported in one week recently and 


fort to secure more general immunization of the 
children in that city. 


CANCER CELLS MAY BE ABNORMAL 
FROM THE START 


According to the opinion of Dr. Stanley P. Rei- 
mann of Lankenau Hospital Research Institute, 
Philadelphia, a cancer cell cannot develop from nor- 
mal cells but is a later activity of certain types of 


cells which are not originally normal. His investi. 
gations are based on the use of sulphydril in treat. 
ing normal and cancerous cells, This substance 
is that chemical group consisting of one atom of 
hydrogen and one of sulphur and stimulates normal 
cells to increase their number. At the same time 
they become complex and specialized. This leads 
Dr. Reimann to believe that normal cells behave in 
exactly the opposite way from cancer cells and 
hence cancer cannot come from normal cells. 


A BATTLE IMPENDING BETWEEN THE MEDI- 
CAL PROFESSION AND PREDATORY INTER- 
ESTS 


According to Dr. J. N. Baker*, Officer of Public 
Health, State of Alabama, who recently addressed 
the members of the Massachusetts Medical So- 
ciety at its Annual Dinner, there is a battle im- 
pending between the medical profession and the 
controlling interests of sociologists, economists, in- 
dustrialists and insurance magnates who seem to 
have combined in a merger for the control of medi- 
cal service. He believes that in this test of — 
strength, medical statesmen are needed as leaders 
and.that they should be equipped with a wide ex- 
perience and have access to information upon 
widely diversified subjects. 

Public health officers must be in codperation with 
the practitioners. Hence these two groups, organ- 
ized medicine and public health, must not fail to 
realize that they will stand or fall together. 

*The name of Dr. Baker was given to us at the time of the 


Annual Dinner as J. M. Baker. It has been brought to our 
attention that his name is J. N. Baker. 


A REMEDY FOR MALARIA 


According to reports from Germany to the Com- 
mercial Department’s chemical division in an Asso- 
ciated Press Dispatch from Washington, a new 
medium appears to have been developed which acts 
against the asexual forms of malaria parasites. 
This new remedy is called atebrin which in com- 
bination with plasmochin combine to bring about an 
effective treatment of the malaria infection. 


MOST PATIENTS RECOVER FROM QUICK- 
STRIKING MENTAL DISEASE 


A new type of mental disease in which the out- 
break is sudden and dramatic, but in which the pa- 
tient has a good chance for recovery was described 
by Dr. J. Kasanin, clinical director of the Rhode 
Island State Hospital for Mental Diseases, at the 
recent meeting of the American Psychiatric Asso- 
ciation in Philadelphia. 


The nine patients in whom Dr. Kasanin studied 
this disease were young people, in the twenties and 
thirties. They had all been well adjusted in their 
social lives and at their jobs. They were of average 
or superior intelligence, keenly interested in life and 


its opportunities, and ambitious to get the most 
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they could out of it. Their personalities before 
the mental breakdown were not very different from 
the general run of people in the community. Some 
were sociable and others were seclusive. They con- 
sidered themselves very sensitive and self-critical, 
unhappy and preoccupied with their own problems, 
but this was not apparent to anyone else. Some 
of them had suffered mental or nervous breakdown 
during their “teens” but had recovered. 

Suddenly, as a result of some definite emotional 
or mental conflict with their environment, these 
apparently well-adjusted persons “blew up” in a 
dramatic disorder, Dr. Kasanin reported. But un- 
like many mentally ill persons, they did not remain 
passive, nor seem to accept the mental breakdown 
in a hopeless way. Instead they went through it as 
an extremely severe emotional experience, and after 
a few weeks or months of treatment, they recov- 
ered. Dr. Kasanin ascribed their recovery partly to 
the treatment, partly to their previous good adjust- 
ment to life, and partly to the fact that they were 
not ill long enough for their thought processes to 
disintegrate. 

When he first saw these patients, their ailment 
had been diagnosed as the form of mental disease 
called dementia praecox. However, he did not think 
their symptoms exactly fitted the picture of that 
ailment, nor did they seem to fit any of the other 
classifications of mental disease. Consequently he 
believes that they are suffering from a somewhat 
different form of mental disorder. 

The outlook for these patients is distinctly hope- 
ful, in Dr. Kasanin’s opinion. He recommended 
psychiatric treatment and thorough psychoanalysis 


‘in order to prevent recurrence.—Science News Letter, 


June 4, 1932. 


CORRESPONDENCE 


THE USE OF ALCOHOL IN THE STERILIZATION 
OF INSTRUMENTS* 
July 11, 1932. 
The Editor, New England Journal of Medicine, 
8 The Fenway, 
Boston, Mass. 
Dear Sir: 

Your editorial in the Journal for July 7, 1932, on 
the inefficiency of alcohol as a sterilizing medium 
comes as a distinct shock. Apparently, the vast ma- 
jority of physicians, in their minor surgical work, 
have depended upon alcohol to sterilize instruments. 
Certainly, in fifteen years I have used it constantly 
for the sterilization of intravenous and lumbar 
puncture needles, without, so far as I know, ever in- 
fecting a patient. I should think that, if the dan- 
ger ‘was as great as indicated by your editorial, 
infection of the cerebrospinal fluid, which is an ex- 
cellent culture medium, would have taken place. 
It would be interesting to have the opinion of other 
physicians on this very important point. 

Very truly yours, 
Henry R. Viets, M.D. 


*Sec additional editorial comment on page 197 of this issue. 


ELECTION OF THE OFFICERS OF THE BOARD 
OF REGISTRATION IN MEDICINE 


The Commonwealth of Massachusetts 
Department of 
Civil Service and Registration 
Board of Registration in Medicine 
State House, Boston 
July 18, 1932. 
Editor, New England Journal of Medicine, 

At the annual meeting of the Board of Registra- 
tion in Medicine on July 14, 1932, the following of- 
ficers were elected for the ensuing year: Dr. 
Charles P. Sylvester, Chairman, Dr. Stephen Rush- 
more, Secretary, Dr. Edward A. Knowlton, to as- 
sist in the department of chiropody. 

STEPHEN RusHMorgE, M.D., Secreiary. 


RECENT DEATHS 


FRENCH — Dr. CHARLES EPHRAIM FRENCH of 
Lowell, Massachusetts, died in the Shaw Hospital, 
Lowell, Massachusetts, July 6, 1932, aged 65. His 
death followed that of his wife, Helena Stacey 
French, by one week. Dr. French was a graduate 
of the University of Maryland School of Medicine 
and College of Physicians and Surgeons of Balti- 
more in 1893. He specialized in diseases of the 
eye, ear, nose and throat, after several years of 
general practice. He is survived by one son, 
Charles Stacey French; a brother, Robert French, 
and three sisters, Mrs. Frank Fullam of Princeton, 
N. H.; Mrs. Edward Riggs of Newport, R. I., and 
Mrs. Henry D. Clarke of Muzzle Point, Oregon. He 
joined the Massachusetts Medical Society in 1900. 


MILLER—Dr. Harotp Francis MILLerR of Worces- 
ter died in Shrewsbury, his summer residence, on 
July 16, 1932, after a brief illness, aged 30. He 
was born in Galion, Ohio, graduated in medicine 
from the Ohio State University College of Medicine 
in 1926, served as interne in the Massachusetts Gen- 
eral Hospital, later settling in Worcester. He was 
a member of the Staff of the Worcester Memorial 
Hospital. 

He leaves besides his parents, Charles H., and 
Netta (Bourquin) Miller, two brothers, Dr. Ralph 
Miller and Dr. Duane Miller. 

Dr. Harold F. Miller joined the Massachusetts 
Medical Society in 1931. 


GALE—Dr. Harotp ApAmMsS GALE of Winchester, 
Mass., and Meredith, N. H., died at the Laconia 
Hospital on July 21 after a brief illness. He was 
born in Chicago in 1876, son of Edward F. and 
Isabel J. (Adams) Gale, and lived there until he 
was five years old. He then moved to Belmont, 
Mass., where he spent the years previous to enter- 
ing college. He prepared at Browne & Nichols 
School and graduated from Harvard College in 1898 
and from the Harvard University Medical School in 
1900. After an interneship at the Lynn Hospital 
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he studied for nearly a year in the clinics of Paris, 
Berlin and Vienna. Returning, he settled in Win- 
chester, Mass., where he had lived since, dividing 
his medical activities between that town and Boston. 
In recent years his practice had been restricted to 
Pediatrics. For a considerable period Dr. Gale was 
a member of the Pediatrics Department of the 
Harvard University Medical School and of the Har- 
vard Graduate School of Medicine. 

In Winchester, he was for a time Chairman of 
the Board of Health and the Milk Inspector and 
served on a housing commission appointed to con- 
sider the needs of the poorer district. He had been 
for several years Vice-President of the Hospital 
Staff. He served as secretary and as president of 
the Middlesex East District Medical Society. He 
joined the Massachusetts Medical Society in 1901. 

He was a member of the Harvard Club of Bos- 
ton and of the Winchester Country Club. He was 
a member of the William Parkman Lodge of Ma- 
sons, of the Winchester Chapter of the Royal Arch, 
the De Molay Commandery and the Aleppo Temple. 

For a number of years he was President of the 
South Middlesex Health Association. 

He leaves a widow, Helen Vaughan, a daughter 
Medora Bowes, and a brother, Walter F., of Boston. 

ALLAN R. CUNNINGHAM, Secretary, 
Middlesex East District Medical Society. 


RESOLUTIONS ON THE DEATH OF 
DR. WILLIAM J. SHEEHAN 


Whereas: It has pleased Almighty God to remove 
from our midst to his Eternal Reward, while still 
in the prime of life, and enjoying an active prac- 
tice, our esteemed colleague and brother member 
of the Carney Hospital, Dr. William J. Sheehan; 

Be it resolved: That we hereby mourn the loss of 
a respected member of our profession and a valu- 
able citizen of the community. His genial person- 
ality and high character will always be remem- 
bered by those he left behind. 

Be it further resolved: That a copy of these 
resolutions be sent to his family and spread upon 
the records of the Carney Hospital Staff and a copy 
sent to the New England Journal of Medicine. 

Signed: 
F. G. MINITER. 


NOTICE 


“ Dr. Julius W. Cohen announces the removal of 
his office to 276 Commonwealth Avenue, Boston. 
Kenmore 8100. 


REPORT OF MEETING 


JOINT MEETING OF THE MIDDLESEX SOUTH 
DISTRICT MEDICAL SOCIETY AND THE MID- 
DLESEX SOUTH DISTRICT MEDICAL GOLF 
ASSOCIATION 

The Middlesex South District Medical Society and 
the Middlesex South District Medical Golf Associa- 


tion held a joint meeting on Wednesday, July 20, 
1932, at the Commonwealth Country Club. Dinner 
was served at 6:30 P.M. Mr. George H. Barton ad- 
dressed the meeting on “The Origin of Our Natural 
Scenery.” 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


July 10- August 12—The Second Intensive European 
Summer Course in Surgery, Gynecology and Obstetrics. 
See page 714, issue of March 31. 


September 19-22— International Congress of Biliary 
Lithiasis. See notice on page 427, issue of February 25. 


October 17-21—Clinical Congress of the American Col- 
lege of Surgeons. See page 1330, issue of June 23. 


October 17-28—The 1932 Graduate Fortnight of the New 
of Medicine. See page 1375, issue of 
une 


October 22-24—Health Education Institute. ' See notice 
on page 47, issue of July 7. 


October 24-27— American Public Health Association. 
See notice on page 1321, issue of December 31, 1931. 


October 24-28—Inter-state Postgraduate Medical Asso- 
on of North America. See page 39, issue of Janu- 
ary 7. 


BOOK REVIEWS 


Selected Writings of John Hughlings Jackson. 
Edited by JAMES Taytor, M.D., F.R.C.P. Volume 
Two: Evolution and Dissolution of the Nervous 
System, etc. London: Hodder & Stoughton, Ltd., 
1932. viii + 510 pages. Price 25 shillings. 


The first volume was reviewed in the New Eng- 
land Journal of Medicine October 22, 1931, along 
with an appreciation of Hughlings Jackson and his 
work. This volume continues the publication of 
the selected writings and deals particularly with 
those papers of Jackson on affections of speech and 
on the evolution of the nervous system. In addition, 
various papers and addresses have been added, as 
well as a complete list of the writings of Hughlings 
Jackson and an excellent index. As a frontispiece 
to the volume there is a picture of Jackson’s birth- 
place. This second volume maintains the high 
standard set by the first publication and completes 
the series. 


Food and Your Body. Talks with Children. By Mary 
PFAFFMANN and FRANCES STERN. M. Barrows & Co., 
Boston, 1932. Octavo, pp. 170, price $2.00. 


This small book embodies the stories told children 
in the classes of nutrition and health at the Boston 
Dispensary. Calcium the Builder, Growing, Food 
Iron, Foods for the Body Engine, Sunlight - for 
Growth, Teeth and Food, The Grains, and Healthful 
Sweets are the subjects of the stories. In presenting 
a subject, the story of the food, tissues, or elements 
is narrated, and then by questions, illustrations, and 
maps the children are taught the significance* and 
sources of food factors for bodily development. Illus- 
trations and charts amplify the text. Quotations from 
books and articles by authorities in nutrition pre- 
cede each chapter, and references are given to the 
charts and illustrations used. The book should be 
valuable for dietitians, teachers-of nutrition classes, 


and many mothers. 
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